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Identification  of  Selected  F  Tags  that  lead  to  Substandard  Care  that  were  used  as  the  first  tier  for 
comparison  of  HCFA  Requirements  to  JCAHO  Standards 


F  Tags  Identified  Under  Sections  483. 13,  483. 15,  483.25 


483.13   Resident  Behavior  and  Facility  Practices  

F22 1  Right  to  be  free  from  physical  restraints 
F222Right  to  be  free  from  chemical  restraints 
F223Residents  right  to  be  free  from  abuse 

F224Policies  prohibit  abuse,  neglect 
F225Not  employ  person  guilty  of  abuse 


483.15   Resident  Behavior  and  Quality  of  Life  

F240Quality  of  Life 
F241  Dignity 
F242Self  determination,  residnet  makes  choices 
F243 Participation  in  resident  and  family  groups 
F244Listen  to  resident  and  family  groups 
F245Participation  in  other  activities 
F246Accommodation  of  needs  and  preferences 
F247Resident  receives  notive  before  room/  roommate  changes 
F248Activity  program  meets  individual  needs 
F249Expenence,  qualified  therapist 
F250Medically  related  social  serices 
F251  Qualification  of  social  worker 
F252Safe  comfortable  homelike  environment 
F253Housekeeping  and  maintenance  services 
F254Environment-  bed  linens 
F255Environment-  closet  space 
F256Adequate  and  comforabtle  lighting  levels 
F257Comfortable  temperature  levels 
F258Comfortable  sound  levels 


483.25  Quality  of  Care  

F309Provide  necessary  care  for  highest  practicable  level  ofweil  being 
F3  lOADLs  do  not  decline  unless  unavoidable 
F3  1 1  Resident  given  treatment  to  improv  e  /  maintain  ADLs 
F3  1  2ADL  care  provided  for  dependent  residents 
F3  14Proper  treatment  to  prevent/heal  pressure  sores 
F3  16Appropnale  Treatment  for  incontinent  residents 
F3  1  "'No  reduction  in  Range  of  motion  unless  unavoidable 


Appendix  A2 

Identification  of  Selected  F  Tags  that  lead  to  Substandard  Care  that  were  used  as  the  first  tier  for 
comparison  of  HCFA  Requirements  to  JCAHO  Standards  (continued) 


F3  1 8Range  of  motion  treatment  and  services 
F3  1 9Appropnate  treatemnt  for  mental. psychosocial  difficulties 
F323  Facility  to  be  free  of  accident  hazards 
F324Supervision/  devisees  to  prevent  accidents 
F325Resident  maintain  nutritional  status  unless  unavoidable 
F326  Resident  receives  therapeutic  diet  when  required 
F328Proper  treatment  /  care  for  special  care  needs 
F329Drug  regimen  is  free  of  unnecessary  drugs 
F330No  use  of  antipsychotic  drugs  except  when  necessarv 
F33  IDose  reductions 
F332Medication  error  rates 
F333Residents  free  from  significant  medication  errors 
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Identification  of  Deficiencies  (Cited  F  Tags)  for  Skilled  Nursing  Facilities  in  Descending  Order  of 
Frequency  of  Occurrence  based  on  OSCAR  Report  20,  on  2/27/97  for  Purposes  of  Comparison 
between  JCAHO  Standards  and  HCFA  Regulations 


F37 1  Store,  prepare, distribute,  and  serve  food  under  sanitarv  conditions 
F272Comprehensive  assessments 
F279Comprehensive  Care  Plans 
F323Facility  to  be  free  of  accident  hazards 
F3  MProper  treatment  to  prevent/  heal  pressure  sores 
F221  Right  to  be  free  of  physical  restraints 
F241  Dignity 
F253Housekeeping  and  maintenance  services 
F309Provide  necessary  care  for  highest  practicable  level  of  well  being 
F329Drug  regimen  is  free  of  unnecessary  drugs 
F3 16Appropnate  treatment  for  incontinent  residents 
F246Accommodation  of  needs  and  preferences 

F44 1  Infection  Control 
F3  1 2ADL  care  provided  for  dependent  residents 
F5  UClinical  records 
F248Activity  program  meets  individual  needs 
F324Supervision/  devices  to  prevent  accidents 
F364Food  that  is  palatable 
F250    Medicallv  related  social  services 
F325    Maintain  nutritional  status  unless  unavoidable 
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Point  by  point  Comparison  of  HCFA  Regulations  -  State  Operations  Manual,  Rev. 
274,  June  1995  and  the  JCAHO  Standards  in  effect  for  accreditation  on  Jan.  1, 1996 
(Source:  JCAHO,  Comprehensive  Accreditation  ManuaJ  for  Long  Term  Care,  1996) 


The  point- by-point  analysis  indicated  that  some  statements  of  HCFA  regulations  were 
similar  to  statements  of  the  JCAHO  standards,  both  in  the  terms  used  and  in  the  intent. 
The  differences  were  that  either  the  HCFA  regulations  or  the  JCAHO  standards  were  in 
some  instances,  broader  in  the  terms  used  and  in  the  intent  for  resident  care.  There  was 
also  a  category  for  JCAHO  standards  for  which  there  were  no  comparable  HCFA 
regulations.  The  numbers  next  to  the  categories  correspond  to  the  number  of  comparisons 
between  the  HCFA  regulations  and  the  JCAHO  standards  that  fall  into  that  category: 


•  Comparable  in  similar  subject  matter  and  in  intended 

application  69 

•  JCAHO  standards  have  an  intended  application  in  a  broader 
clinical  domain  or  dimension  of  resident  care  than  the 
corresponding  HCFA  regulations  49 

•  JCAHO  standard  is  more  restricted  in  domain  as  indicated  39 
in  the  intent  and  does  not  include  a  significant  dimension 

of  resident  care  than  is  included  in  the  HCFA  regulation 

•  JCAHO  standards  that  do  not  have  corresponding 

regulation  in  the  HCFA  long  term  care  survey  process  30 


F150 — JCAHO  is  broader  in  application 

(RI.l,  RI.1.1,  RI.2,  RI.2. 1, RI.2. 1.1,  RI.2.5,  LD.3.4,  LD.3.4.1) 

F150  (a)  defines  "skilled  nursing  facility"  and  "nursing  facility"  and  (b)  lists  specific 
residents'  rights  in  these  facilities.  RI.l  (and  RI.1.1)  addresses  resident's  rights  in  broad, 
global  language,  particularly  regarding  the  right  of  involvement  in  decision-making  about 
their  ca/e.  RI.2  (and  RI.2.1,  RI.2. 1.1),  again  in  global  language,  lists  residents'  rights  to 
"quality  of  life,"  "considerate  care,"  and  "personal  freedom  and  dignity."  Though  all  of 
the  items  listed  in  the  HCFA  guidance  could  be  assumed  to  be  covered  in  the  JCAHO 
standards,  very  few  of  them  are  exacdy  spelled  out.  LD.3.4  and  LD.3.4.1  appear  to  have 
little  to  do  with  the  concepts  in  F 150,  only  addressing  the  facility's  compliance  with  law 
and  divulgence  of  facility  ownership. 
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F151— JCAHO  is  broader 

(RI.1,  RI.1.1,  RI.2,  RI.2.1,  RI.2.1.1,  RI2.4) 

F151  speaks  in  greater  detail  than  F150  about  residents'  rights  to  (al)  "exercise  his/her 
rights"  (in  the  sense  of  being  part  of  the  nursing  home  community),  and  (a2)  to  do  so 
without  "interference,  coercion,  discrimination,  and  reprisal  from  the  facility."  Examples 
are  given.  Rl.lff  and  RI.2ff  each  speak  to  these  issues  in  a  broad  way.  RI.2.4  addresses 
the  "right  to  exercise  citizenship  privileges,"  specifically  mentioning  residents'  right  to 
vote. 

F1 52— JCAHO  is  broader  in  application 

(RI.l,  RI.1.1,  RI.  2.21,  RI.2.23,  PF.2.2) 

In  addition  to  the  broad  descriptions  of  rights  in  1.1,  RL2  speaks  to  quality  of  life  in  terms 
of  supporting  independent  choices.  RI.2.21  speaks  to  a  resident's  right  to  involve  his  or 
her  family  in  decisionmaking,  and  RI.2.23  concerns  the  right  of  a  resident  to  be  informed 
as  to  his/her  rights.  F  152(3)  &  (4)  spells  out  who,  in  addition  to  the  resident,  may 
exercise  the  resident's  rights,  for  both  the  incompetent  and  those  judged  to  be  competent. 
The  intent  of  the  two  appears  similar,  though  HCFA  puts  the  control  of  who  makes 
decisions  squarely  in  the  hands  of  the  residents  and  JCAHO  seems  to  allow  the  facility  to 
decide  whether  or  not  a  surrogate  other  than  the  facility  will  be  allowed.  In  addition, 
thought  RI.2.23  references  F152,  it  doesn't  seem  to  speak  to  the  point  of  surrogates,  only 
of  the  resident's  right  to  be  informed  in  advance. 

F1 53 — JCAHO  is  broader 

(RI.2.2) 

F153  concerns  the  right  of  a  resident  to  access  all  records  pertaining  to  himself/herself. 
The  last  line  of  JCAHO  speaks  to  this,  but  the  other  information  in  RI.2.2  seems  to 
address  another  topic. 

F154 — Not  easily  compared,  HCFA  includes  dimensions 

(RI.2.20) 

F154  concerns  the  right  of  the  resident  to  be  fully  informed  on  all  aspects  of  care,  while 
JCAHO  speaks  only  to  the  right  of  "informed  consent." 

F155 —  Similar  in  intent 

(RI.2. 17,  RI.2.22,  RI.3) 

This  section  covers  the  resident's  right  to  refuse  treatment,  to  refuse  to  participate  in 
experimental  research,  and  to  formulate  an  advance  directive.  The  topics  are  covered  in 
RI.2. 17,  RI.3,  and  RI.2.22,  respectively,  though  HCFA  goes  in  to  more  detail  in  its 
explanation. 
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F156  Not  clearly  stated  in  JCAHO  standards 

(RI.2.12,  RI.2.15,  RI.  2.19,  RI.2.22,  RI.4,  CC.2.3) 

A  note  placed  after  F152  refers  the  reader  to  F156  and  specifies  that  the  facility  must 
inform  residents  at  the  time  of  admission  as  to  their  rights  and  of  the  facility's  rules  and 
regulations  for  resident  conduct  and  responsibilities.  This  issues  does  not  appear  to  be 
addressed  in  any  of  the  JCAHO  items  referencing  F156. 

F156—  Difficult  to  compare,  intent  may  be  similar 

(RI.2.12,  RI.2.15,  RI.  2.19,  RI.2.22,  RI.4,  CC.2.3) 

Here  the  language  of  both  standards  is  rather  nebulous  so  comparison  is  difficult.  They 
seem  to  cover  some  of  the  same  issues  but  are  not  analogous.  F156  appears  to  be 
concerned  primarily  with  the  conveyance  of  written  information  to  the  prospective  resident 
at  the  time  of  admittance,  especially  concerning  financial  matters  pertaining  to  Medicare 
and  other  charges,  but  also  addresses  several  specific  legal  rights  that  do  not  pertain  to 
finances.  However,  some  comparisons  of  specific  points  can  be  made:  RI.2.12  is 
analogous  to  F156(7)  in  addressing  requirements  of  the  facility  to  provide  a  written 
description  of  the  resident's  legal  rights.  RI.2.15  is  not  covered  in  F156.  RI.2.19  covers 
the  resident's  right  to  confer  with  medical  and  dental  care  providers,  while  F156(9) 
specifies  only  the  right  of  the  resident  to  know  the  "name,  specialty,  and  way  of  contacting 
the  physician.  ..."  RI.2.22  covers  the  resident's  right  to  formulate  advance  directives, 
which  is  addressed  in  F  156(8).  RI.4  concerns  the  facility's  "code  of  ethical  behavior," 
addressing  "admission,  care,  transfer,  discharge,  and  billing,"  items  apparently  covered  in 
F156,  but  the  "intent"  section  of  RI.4  spells  out  several  items  that  do  not  seem  to  pertain 
at  all  to  F156.  CC.2.3  covers  HCFA's  points  (5)  and  (6). 

F1 57— Similar  intent 

(RI.2.1 1,  CC.4.3, 1X2.8,  TX.2.8.1,  TX.2.8.2, 1X2.8.3,  IM.7.2,  IM.7.2.1,  IM.7.2.2, 
IM.7.2.3,  IM.7.2.4,  IM.7.2.5,  IM.7.2.6,  IM.7.2.7,  IM.7.2.8,  IM.7.2.9,  IM.7.2.11, 
IM.7.2.12,  IM.7.2.13,  IM.7.2.14,  IM.7.2.15,  IM.7.2.16,  IM.7.2. 17,  IM.7.2.18,  IM.7.2.19, 
IM.7.2.20,  IM.7.2.21,  IM.7.2.22) 

F157  requires  the  facility  (1  l)(i)  to  notify  the  appropriate  entities  of  changes  in  the 
resident's  health  status,  (ll)(ii)  to  notify  the  appropriate  entities  of  change  of  roommate 
or  of  federal  regulations,  and  (1  l)(iii)  to  keep  current  on  data  regarding  the  resident's 
legal  representative  or  interested  family  member.  RI.2.1 1,  as  one  of  its  points,  speaks  to 
communication  about  room  and  roommate  assignments  (F157(l  l)(i)).  CC.4.3  speaks  to 
notification  of  residents  re  their  transfer  or  discharge,  which  doesn't  really  pertain  to  F157. 
TX.2.8  is  analogous  to  F157(ll)(i).  IM.7.2  (excluding  7.2. 10^  speak  to  recordkeeping, 
including  that  of  notification,  implying  that  F157(l  l)(i)  has  already  been  satisfied. 

F158 — JCAHO  similar  in  subject  matter  and  intent  to  HCFA 

(RI.2.12) 

Regarding  residents'  right  to  manage  his  or  her  own  financial  affairs,  JCAHO  and  HCFA 
guidelines  are  comparable  in  intent,  scope,  and  specifics. 
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F1 59— Similar  In  Intent 

(RI.2.12) 

JCAHO  guidelines  are  comparable  in  intent  and  scope  to  HCFA,  but  less  specific.  The 
general  topic  is  protection  and  management  of  personal  funds.  HCFA  F159  includes 
provision  that  resident  requests  for  funds  under  $50  should  be  honored  within  the  same 
day  and  those  in  excess  of  $50  honored  within  three  days.  JCAHO  does  not  address  this 
issue  specifically. 

F160 — Similar  in  intent 

(RI.2.12) 

Regarding  conveyance  of  funds  upon  the  death  of  a  resident,  JCAHO  and  HCFA 
guidelines  are  comparable  in  intent,  scope,  and  specifics. 

F1 61— Similar  in  intent 

(RI.2.12) 

JCAHO  is  comparable  in  intent  and  scope  but  far  less  specific  than  HCFA.  The  topic  is 
assurance  of  residents'  financial  security  via  purchase  of  a  surety  bond  by  the  facility. 

F1 62— JCAHO  is  restricted  in  intent  compared  to  HCFA 

(RI.2.1.2,  CC.2.3) 

JCAHO  guidelines  cover  impartial  treatment  of  residents  and  providing  them  with 
complete  information  regarding  services  and  charges  prior  to  their  admission.  F162 
covers  limits  to  charges  to  personal  funds. 

F1 63— JCAHO  intent  is  limited  in  comparison  to  HCFA 

(RI.1,RI.1.1,RL2.18,  RI.2.20) 

Here  HCFA's  intent  specifies  inclusion  of  each  resident  as  a  full  partner  up  to  the  limits  of 
his/her  cognitive  abilities  in  detennining  her/his  own  care.  JCAHO 's  language  appears 
more  limiting,  especially  in  the  area  of  treatment,  where  it  couches  resident  rights  in  terms 
of  informed  consent 

F164 — JCAHO  is  similar  in  intent 

(RI.2.2,  RI.2.3,  IM.7.1.1,  IM.7.1.2) 

HCFA  delineates  residents'  rights  to  confidentiality  of  their  records  and  their  rights  to 
privacy  in  their  lives  within  the  facility,  including  private  visiting  space.  JCAHO  RI.2.2 
addresses  only  confidentiality  of  information  but  when  the  RI.2.3  standard  is  also 
evaluated,  the  scope  is  similar  as  RI.2.3  refers  to  the  residents'  rights  to  auditory  and 
visual  privacy. 
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F165  &  F1 66— JCAHO  does  not  contain  all  the  dimensions  that  HCFA  does 

(RI.2.15) 

HCFA's  definition  of  "complaint"  appears  broader.  It  includes  "voice  grievances," 
including  those  related  to  other  residents,  and  requires  "prompt"  resolution  of  efforts  by 
the  facility  without  discriniiriation  or  reprisal.  JCAHO 's  language  does  not  specify  voice 
complaints,  restricts  complaints  to  care  and  services,  and  requires  only  review  and  "where 
possible,"  resolution  of  complaints. 

F167  &  F1 68— JCAHO  does  not  contain  all  the  dimensions  that  HCFA  does 

(F167:  RI.1,RI.1.1,RI2.3) 
(F168:  RI.l,  RI.1.1) 

HCFA  addresses  residents'  rights  to  access  and  examine  the  results  of  recent  federal/state 
surveys  of  the  facility,  and  to  receive  information  from  client-advocacy  agencies.  The 
cited  JCAHO  standards  fail  to  address  these  issues  at  all. 

F1 69— Similar  in  intent 

(RI.2.8) 

The  topic  is  resident  work  and  JCAHO  is  closely  comparable  to  HCFA  in  intent  and 
scope,  though  it  is  less  specific. 

F170  &  F1 71— JCAHO  is  similar  in  intent,  though  using  different  terms 

(F170:  R12.3) 

(F171:  RI.2.11,RI.2.14) 

Within  the  topic  of  mail  and  general  communication,  HCFA  specifies  access  to 
"stationery,  postage,  and  writing  implements."  These  are  not  addressed  by  JCAHO. 

F172  &  F1 73— JCAHO  has  a  limited  focus  but  very  similar  in  inernt 

(F172:  RI2.3,  RI2.5) 
(F173:  RI.2.2) 

In  most  areas  of  access  and  visitation  rights,  the  two  standards  are  closely  comparable. 
However,  F172  stipulates  that  "residents  cannot  refuse  to  see  [government]  surveyors." 
JCAHO  does  not  acknowledge  this.  Also  F172  emphasizes  "immediate  access"  whereas 
JCAHO  does  not. 

F1 74— JCAHO  is  similar  in  intent 

(RI.2.3,  RI.2.11,  RI.2.14) 

JCAHO  intent  appears  comparable  and  its  scope  is  broader.  HCFA  specifies  that 
telephone  conversations  must  be  able  to  be  conducted  in  private  and  that  the  resident  has 
the  right  to  retain  some  personal  property.  These  are  not  explicit  in  JCAHO  and  must  be 

implied. 
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F175 — Similar  in  intent 

(RI.2.11) 

The  intent  and  scope  of  the  two  standards  differ  only  in  that  F175  stipulates  that  residents 
cannot  be  required  to  share  a  room  with  a  spouse  whereas  JCAHO  is  silent  on  this  point. 

F176— JCAHO  similar  in  intent  and  subject  to  HCFA 

(TX.4.10) 

HCFA  provides  more  specifics  regarding  self-administration  of  drugs  by  residents,  but 
otherwise  the  two  standards  are  similar  in  intent  and  scope. 

F1 77— JCAHO  has  an  intended  application  In  a  broad  clinical  context 

(RI.4) 

JCAHO  contains  so  few  specifics  relative  to  the  HCFA  standard  that  intent  is  difficult  to 
judge.  The  topic  is  transfer  within  the  facility  and  discharge  from  it. 

F201— Similar  in  intent 

(CC.4.2) 

JCAHO  contains  fewer  specifics  than  HCFA  regarding  transfer  and  discharge 
requirements  but  appears  otherwise  comparable. 

F202— JCAHO  includes  a  broader  intent 

(CC.4,  CC.4.1,  DM.7.4,  IM.7.4.1,  IM.7.4.2,  IM.7.4.3,  IM.7.4.4,  IM.7.4.5,  IM.7.4.6.1M.7.4.7. 
IM.7.4.8,  IM.7.4.9) 

JCAHO  standards  for  documentation  of  medical  records  at  transfer  are  broader  and  more 
specific  than  the  HCFA  standard.  However,  F202  specifically  requires  documentation  by 
the  resident's  physician  under  certain  circumstances,  and  JCAHO  is  mute  on  this  matter. 

F203— JCAHO  similar  intent 

(RI.4,  CC.4.3) 

Regarding  documentation  of  the  reasons  for  discharge,  HCFA  includes  standards  for 
residents  with  developmental  disabilities  or  mental  illness.  JCAHO  is  mute  on  these,  but  is 
similar  on  other  aspects. 

F204 — JCAHO  less  comprehensive  in  intent 

(CC.4.4) 

JCAHO  contains  too  few  specifics  relative  to  HCFA  to  reliably  judge  intent 
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F205— JCAHO  less  comprehensive  in  intent 

(RI.4,  CC.4.5) 

JCAHO  standards  lack  sufficient  specifics  to  judge  their  intent  relative  to  HCFA's  bed- 
holding  policy  notification  standards.  HCFA  requires  written  notification  where  JCAHO 
does  not  address  the  form  of  notification. 

F206— JCAHO  less  comprehensive  in  intent 

(RI.4) 

JCAHO  standards  regarding  readmission  of  a  resident  after  absence  exceeding  the  bed- 
holding  period  lack  specifics  sufficient  to  compare  intent  with  the  HCFA  standard 

F207 — JCAHO  similar  in  intent  and  in  subject  matter  to  HCFA 

(RI.4) 

Here  the  JCAHO  standards  appear  comparable  to  those  of  HCFA  in  both  intent  and 
scope,  although  they  are  less  specific.  HCFA  provides  a  specific  definition  of  "identical 
policies  and  practices"  that  JCAHO  lacks. 

F208— JCAHO  similar  to  HCFA 

(RI.4) 

JCAHO  standards  use  exact  language  found  in  the  HCFA  standard.  However,  F208  goes 
on  to  state  that  its  standards  regarding  prohibition  of  waiver  of  rights  to  Medicare  or 
Medicaid  include  direct  and  indirect  waiver.  JCAHO  does  not  address  this. 

F221  &  F222— Similar  intent 

(RI.2.6,  TX.8,TX.8.1) 

Both  refer  to  a  resident's  right  of  freedom  from  physical  and  chemical  restraints  and  deem 
restraints  necessary  only  if  a  medical  symptom  warrants  them  after  a  comprehensive 
assessment  and  only  after  risks  and  benefits  are  addressed.. 

F223,  F224  &  F225— JCAHO  is  limited  in  intent  or  in  clinical  application 
compared  to  HCFA 

(RI.2.7,  PE.5) 

HCFA  is  more  specific  than  JCAHO.  It  addresses  "willful  infliction"  to  define  abuse. 
Verbal  abuse  is  also  separated  out  specifically.  Also  under  intent  HCFA  acknowledges 
that  although  a  check  of  the  abuse  system  is  in  place,  that  does  not  guarantee  it  will  not 
occur — only  that  the  facility  does  "whatever  is  in  its  control"  to  prevent. 

F240— Similar  intent 

(RI.2,  RI.2.1,  RI.2.1.1) 

The  HCFA  regulation,  which  is  labeled  as  quality  of  life,  emphasizes  an  environment  that 
promotes  the  individuality  of  each  resident  without  listing  specific  indicators  that  would 
define  such  an  environment.  The  related  JCAHO  standards  list  specifics  such  as 
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expression;  choice;  respect  of  individual  values,  beliefs  and  preferences;  personal  freedom; 
and  dignity.  Although  the  JCAHO  standards  go  into  more  detail  defining  quality  of  life, 
the  overall  intent  of  both  regulations  is  similar.  JCAHO  additionally  provides  clear 
examples  to  guide  the  surveyor. 

F241— Similar  intent 

(RI.2,  RI.2.1.RI.2.1.1) 

The  HCFA  regulation  focuses  on  dignity,  which  is  further  defined  as  activities  that 
enhance  self-esteem  and  self-worth.  Exemplars  listed  in  the  guidelines  closely  resemble 
specifics  listed  in  the  intent  of  related  JCAHO  standards. 

F242— Similar  intent 

(RI.2,  RI.2. 1,  RI.2. l.l.RI.2.5) 

The  HCFA  regulation  describes  quality  of  life  as  indicated  by  self-determination  and 
participation.  Individual  choice  of  activities,  respect  of  resident  preferences  in  planning 
health  care  and  schedule,  and  support  of  resident's  right  to  maintain  community  contacts 
are  rights  listed  under  this  HCFA  heading  that  are  also  addressed  in  the  JCAHO  standards. 
Additionally,  the  JCAHO  standards  define  specific  intent  for  dementia  special  care  units  to 
allow  for  preservation  of  choice  in  a  setting  supportive  of  residents  with  a  dementia 
diagnosis. 

F243 — JCAHO  has  a  broader  application  to  resident  care 

(RI.2.9,  RI.2.15,  RI.2.16,  TX.  1.6.7) 

HCFA  specifically  addresses  resident/family  right  to  participate  in  resident  and/or  family 
groups;  and  the  facility's  responsibility  to  provide  space  to  meet,  a  staff  person  to  assist 
and  respond  to  written  requests  from  such  group.  JCAHO  TX.1.6.7  provides  for  a  family 
council  (similar  purpose  as  family  groups),  and  response  to  resident  grievances  as  in  F243. 
In  addition,  the  JCAHO  standard  identified  that  where  such  resident  council  is  not  a 
suitable  forum  (Intent  for  dementia  special  care  units  and  subacute  programs  refer  to 
other  JCAHO  standards  as  more  appropriate)  the  organization  provides  a  resident 
representative. 

F244 — Similar  intent 

(RI.2.15,  RI.2. 16,  TX.1.6.7) 

This  HCFA  regulation  is  a  subdivision  of  F243  and  deals  with  grievances  from  the  resident 
or  family  group.  JCAHO  standards  dealing  with  corresponding  groups  also  provide  for 
facility  response  to  grievances. 

F245— Similar  intent 

(RI.2.9) 

HCFA  regulation  refers  to  the  resident's  right  to  participate  in  social,  religious,  and 
community  activities.  The  guidelines  specifically  mention  activities  outside  the  facility  and 
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the  need  to  support  involvement  in  them.  HCFA  addresses  protection  of  the  rights  of 
residents  who  are  not  involved  in  such  activity.  JCAHO  intent  adds  the  right  of  residents 
to  organize  such  activities  and  also  mentions  the  right  to  refuse  to  participate. 

F246 — HCFA  includes  specific  intent  not  addressed  by  suggested  JCAHO 
standards  but  is  covered  in  other  standards  —similar  intent  overall 

(RI.2.11,  EC.4,  EC.4.1,  EC.4.2,  EC.4.3,  EC.4.4,  EC.4.5) 

HCFA  regulation  speaks  to  accommodation  of  individual  needs  and  preferences  not 
addressed  in  other  guidelines,  specifically  mentioned  are  choice  in  schedules,  call  systems 
and  room  arrangements.  Physical  environment  is  mentioned  in  the  guidelines  as  it  pertains 
to  individual  residents  and  their  needs/preferences,  including  the  need  for  assistive  devices 
such  as  grab  bars  and  elevated  toilet  seats.  The  suggested  JCAHO  standards  deal  directly 
with  homelike  environment,  specifically  the  physical  environment  such  as  clean,  warm,  and 
adequate  size.  Other  JCAHO  standards  (RI.2,  RI.2.1)  address  choice,  decision  making, 
and  respect  of  personal  preferences  and  carry  a  similar  intent  as  F246. 

F247— Similar  intent 

(RI.2.11) 

HCFA  regulation  refers  specifically  to  notice  prior  to  roommate  or  room  change.  JCAHO 
standard  is  broader  but  does  mention  communication  about  room  and  roommate  change  in 
intent. 

F248  &  F249—  JCAHO  has  broader  focus  relating  to  employee 
qualifications 

(F248:  CC.3,  TX.2.6,  TX.2.6.1,  TX.2.6.1.1,  HR.2,  HR.2.1,  HR.2.1.1,  HR.2.1.2, 
HR.2.1.3,  HR.2. 1.4,  HR.2.1.5,  HR.2. 1.6,  HR.2. 1.7,  HR.2.1.8,  HR.2. 1.9) 
(F249:  HR.2.2,  HR.2.2.1,  HR.2.2.2,  HR.2.2.3,  HR.2.2.4,  HR.2.2.5,  HR.2.2.6,  HR.2.2.7, 
HR.2.2.8,  HR.2.2.9) 

Both  sets  of  regulations  address  activity  programs  appropriate  to  the  individual  resident's 
needs,  interests,  and  capabilities.  HCFA  additionally  lists  specific  qualifications  for 
activities  program  director,  while  related  JCAHO  standards  address  appropriate 
qualifications  and  certification  of  all  employee  groups. 

F250 — HCFA  has  a  broader  intent  in  application  to  resident  care 

(TX.1.6,  TX.1.6.1,  TX.1.6.2,  TX.  1.6.3) 

HCFA  F250  addresses  specifically  medically-related  social  services  that  would  enhance 
the  total  health  of  the  individual  resident  and  the  facility's  responsibility  to  assist  in 
obtaining  such  services  from  outside  sources  that  are  not  provided  by  the  facility. 
Examples  listed  include  (but  are  not  limited  to)  obtaining  adaptive  clothing,  legal 
assistance,  dental/denture  care,  and  counseling.  The  HCFA  guidelines  are  extensive  in 
covering  the  full  range  of  services  that  should  be  available  or  sought  out  from  other 
sources.  The  related  JCAHO  standards  address,  in  title,  psychosocial  needs  that  would  be 
met  by  spiritual,  mental  health,  and  therapeutic  recreational  services.  However,  the 
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JCAHO  intent — including  intent  for  dementia  special  care  units — focuses  on  spiritual 
services  and  the  requirement  of  the  facility  to  allow  for  spiritual  fulfillment 

F251— HCFA  more  specific  in  intent 

(HR.2,  HR.2.1,  HR.2.1.1,  HR.2.1.2,  HR.2.1.3,  HR.2.1.4,  HR.2.1.5,  HR.2.1.6,  HR.2.1.7, 
HR.2.1.8,  HR.2.1.9,  HR.2.2,  HR.2.2.1,  HR.2.2.2,  HR.2.2.3,  HR.2.2.4,  HR.2.2.5, 
HR.2.2.6,  HR.2.2.7,  HR.2.2.8,  HR.2.2.9) 

HCFA  requires  the  employment  of  a  qualified  full-time  social  worker  if  the  facility  has 
over  120  beds.  JCAHO  requires  adequate  staff  with  appropriate  qualifications  and 
certification,  with  no  definition  of  "adequate"  nor  any  specifics  related  to  qualifications. 
Although  functions  related  to  social  work  are  mentioned  in  JCAHO  (social  service), 
HCFA  goes  considerably  farther  in  defining  the  position  of  social  worker. 

F252— Similar  intent 

(RI.2.10,  RI.2.11  EC.4,  EC.4.1,  EC.4.2,  EC4.3,  EC.4.4,  EC.4.5) 

Both  regulations  address  the  environment — specifically  homelike  atmosphere — and  the 
residents'  rights  to  cleanliness,  comfort,  and  safety  and  to  personalize  their  spaces. 

F253— JCAHO  broader  in  its  intent  than  HCFA 

(RI.2.11) 

Housekeeping  and  maintenance  are  specifically  addressed  in  F253,  while  the  JCAHO 
standard  refers  to  a  supportive  environment  that  preserves  dignity.  The  JCAHO  intent 
mentions  seven  other  dimensions  including  cleanliness,  home-like  environment,  and  space. 
The  terms  housekeeping  and  maintenance  are  not  explicitly  addressed  but  would  be 
inferred  in  the  intent  of  the  JCAHO  standard. 

F254— JCAHO  broader  in  its  intent  than  HCFA 

(RI.2.11  EC.4,  EC.4.1,  EC.4.2,  EC.4.3,  EC.4.4,  EC.4.5) 

Clean  linens  in  good  condition  are  specifically  addressed  in  F254.  JCAHO  standards 
require  a  supportive  environment  that  preserves  dignity,  but  do  not  mention  linens 
specifically. 

F255— JCAHO  broader  in  its  intent  than  HCFA 

(RI.2.11  EC.4,  EC.4.1,  EC.4.2,  EC.4.3,  EC.4.4,  EC.4.5) 

The  HCFA  regulation  relates  to  private  closet  space.  JCAHO  standards  require  sufficient 
space  and  a  supportive  environment  but  do  not  mention  closets  specifically. 

F256 — JCAHO  broader  in  its  intent  than  HCFA 

(EC.4,  EC.4.1,  EC.4.2,  EC.4.3,  EC.4.4,  EC.4.5) 

Adequate  and  comfortable  lighting  is  addressed  in  F256.  JCAHO  standards  do  not 
mention  lighting,  but  suitable  lighting  is  mentioned  in  intent 
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F257— JCAHO  broader  In  intent  than  HCFA 

(RI.2.11  EC.4,  EC.4.1,  EC.4.2,  EC.4.3,  EC.4.4,  EC.4.5) 

Comfortable  temperature  is  specifically  addressed  in  F257.  JCAHO  intent  refers  to  a 
homelike  environment  with  acceptable  temperature,  but  no  specifics. 

F258 — JCAHO  focus  of  intent  different  than  HCFA 

(RI2.3  EC.4,  EC.4.1,  EC.4.2,  EC.4.3,  EC.4.4,  EC.4.5) 

HCFA  requires  comfortable  sound  levels.  The  guidelines  further  differentiate  sound  level 
as  it  relates  to  privacy  for  the  resident,  adequate  volume  for  those  hearing-impaired,  and 
minimal  interference  from  unwanted  noise.  JCAHO  standards  address  homelike 
environment;  and  the  intent  mentions  auditory  privacy  but  no  other  regulation  of  sound. 

F271  &  F272^JCAHO  broader  intended  application 

(F271:  CC.2.1) 

(F272:  PE.l,  PE.1.1,  PE.1.1.1,  PE.1.1.2,  PE.1.1.3,  PE.1.1.4,  PE.  1.1.5,  PE.l.  1.5.1, 
PE.  1.1.6,  PE.l. 1.7,  PE.l. 1.8,  PE.l. 1.9,  PE.l. 1.10,  PE.l. 1.11,  PE.l. 1.12,  PE.1.2., 
PE.1.2.1,TX.4,  TX.4.1) 

JCAHO  addresses  the  spiritual  needs  of  the  resident  and  also  an  assessment  of  pain.  It 
also  assesses  the  resident's  response  to  stress  of  the  illness  process  that  HCFA  does  not 
specifically  address  in  this  item. 

F273  &  F274 — JCAHO  broader  intent  in  resident  care 

(F273:  PE.l. 4,  PE.l. 4.1) 
(F274:  PE.2) 

Both  standards  address  time  frame  of  14  days  for  assessment  to  be  done.  JCAHO  also 
addresses  medical  history  and  physical  to  be  done  within  72  hours  except  when  exam  has 
been  done  within  5  days  previous  to  admittance  and  no  significant  changes  have  occurred. 

F275  &  F276 — JCAHO  narrower  focus 

(F275:  PE.2) 
(F276:  PE.2,  TX.3) 

Both  require  reassessments  to  be  done  quarterly.  HCFA  sates  that  it  is  not  necessary  to  do 
a  MDI/RAI  however  if  discharge  occurs  before  14  days.  HCFA  is  much  more  specific  and 
comprehensive  on  the  particular  changes  that  may  occur  that  are  termed  as  significant 
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F277,  F278—  HCFA  differs  In  Intent  from  JCAHO  standards,  hCFA  more 
specific 

(F277:  PE.l,  PE.1.1,  PE.1.1.1,  PE.1.1.2,  PE.1.1.3,  PE.1.1.4,  PE.1.1.5,  PE.l.  1.5.1, 
PE.  1.1.6,  PE.l. 1.7,  PE.l. 1.8,  PE.  1.1.9,  PE.l. 1.10,  PE.l. 1.11,  PE.l. 1.12,  PE.1.2., 
PE.l. 2.1,  PE.3) 

(F278:  PE.l,  PE.1.1,  PE.1.1.1,  PE.1.1.2,  PE.1.1.3,  PE.1.1.4,  PE.1.1.5,  PE.l. 1.5.1, 
PE.l. 1.6,  PE.l. 1.7,  PE.l. 1.8,  PE.  1.1.9,  PE.l. 1.10,  PE.l. 1.11,  PE.l. 1.12,  PE.1.2., 
PE.1.2.1,  PE.3,  PE.4.2,  IM.7.1.5) 

The  F-Tag  intent  is  that  an  accurate  timely  assessment  must  be  conducted  and 
coordinated  in  terms  of  being  signed  off  by  a  Registered  Nurse  as  well  as  coordinated  so 
as  to  avoid  duplication  with  any  pre-admission  screening.  The  assessment  is  to  be 
conducted  by  appropriate,  qualified  professionals.  HCFA,  however,  attaches  civil 
penalties  if  falsification  is  done  and  recourse  for  an  independent  assessment  to  be  done  by 
the  state.  The  corresponding  JCAHO  standards  through  PE  .  1-PE.2  refer  to  the  resident's 
status  areas  that  are  to  be  assessed  without  specification  as  to  who  is  to  conduct  this 
assessment  and  how  it  is  coordinated  by  the  health  professionals  conducting  the 
assessment.  The  standard  PE.3  indicates  that  an  interdisciplinary  team  uses  a  coordinated 
approach  to  identify  resident's  needs  based  on  the  assessment  which  then  makes  the  focus 
of  the  F-Tags  and  JCAHO  standards  similar.  The  essential  difference  is  the  specificity  of 
the  HCFA  F-Tag  that  the  assessment  is  coordinated  by  a  Registered  Nurse  and  certified  as 
to  accuracy  by  each  professional.  The  JCAHO  standards  only  convey  that  a  coordinated 
approach  is  used. 

F279  Similar  intent  but  HCFA  clearly  resident  focused 

(F279:  RI.2.17,  PE.3,  TX.1.2.1,  TX.  1.2.2,  TX.1.3,  TX.  1.3.1,  TX.1.4,  TX.1.4.1, 
TX.  1.4.2) 

The  F-Tag  specifies  that  the  care  plan  must  describe  the  services  to  meet  the  resident's 
highest  practicable  well-being  with  consideration  to  the  resident's  right  to  refuse 
treatment.  The  JCAHO  standards  address  the  refusal  of  treatment  and  identify  that  goals 
are  to  be  individualized  and  measurable.  The  JCAHO  standards  address  who  is  to  provide 
the  services  and  the  frequency  of  services  which  is  implicit  in  the  F  Tag  that  the  services 
are  to  meet  the  resident's  highest  practicable  level  of  well-being.  The  overall  focus  is  quite 
similar  but  the  outcome  is  clearly  resident-focused  in  the  F-Tag  but  is  more  explicitly  on 
the  activity  of  identifying  goals  and  measuring  goals  in  the  JCAHO  standards. 

F280—  similar  intent 

(F280:  TX.1.2.1,  TX.  1,2.2,  TX.  1.2.5,  TX.  1.2.6,  TX.3.1,  TX.6.1) 

HCFA  requires  care  plan  to  be  developed  within  7  days  after  assessment  as  does  TX 
1.2.6  that  the  care  plan  is  to  be  developed  no  later  than  one  week  after  comprehensive 
assessment  is  completed.  The  HCFA  tag  refers  to  reviewing  and  revising  the  plan  and 
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TX.3.1  refers  to  evaluating  the  resident's  response.  The  F  Tag  specifies  that  the  care  plan 
must  be  developed  by  an  interdisciplinary  team  as  does  TX  1.2.1.  The  HCFA  tag  indicates 
that  family  involvement  is  desirable  which  is  not  specified  in  the  referenced  JCAHO 
standards. 

F281 — JCAHO  intended  application  is  broader  in  resident  care 

(LD.2.5,LD.2.5.1) 

Both  address  need  to  meet  professional  standards  and  implement  plan  of  care..  JCAHO, 
however,  is  more  comprehensive  in  that  it  discuses  the  seven  elements  considered  in  the 
development  of  these  policies  and  procedures  and  uses  the  recognized  standards  as  one 
element. 

F282— JCAHO  not  have  all  dimensions  that  HCFA  has 

(TX.2.,  HR.2.2,  HR.2.2.1,  HR.2.2.2,  HR.2.2.3,  HR.2.2.4,  HR.2.2.5,  HR.2.2.6,  HR.2.2.7, 
HR.2.2.8,  HR.2.2.9) 

Both  require  that  qualified  (licensed  and  certified)  persons  are  involved  with  the  care  plan. 
However,  HCFA  addresses  outcomes  that  JCAHO  does  not  If  an  outcome  is  not  met 
than  it  must  be  evaluated  to  determine  if  a  failure  to  meet  the  outcome  was  due  to  failure 
to  meet  professional  standards.  Questions  to  consider  if  this  occurs  are  also  included. 

F283  &  F284— similar  intent 

(F283:  CC.6  IM.7.4,  IM.7.4.1,  IM.7.4.2,  IM.7.4.3,  IM.7.4.4,  IM.7.4.5,  IM.7.4.6, 
IM.7.4.7,  IM.7.4.8,  IM.7.4.9) 

(F284:  CC.5,  CC.6,  PE.  1.3) 

Both  systems  have  similar  focus  and  intent:  assuring  for  continuity  of  care  after  the 
resident  is  discharged  or  transferred  from  the  facility.  They  both  address  the  need  for 
resources  inside  and  outside  the  facility  to  help  with  this  continuity  along  with  educational 
needs  to  prepare  the  client  and  their  family.  HCFA,  however  addressees  the  actual  form 
this  must  take  place  in  as  to  the  written  information,  including  recapitulation  of  stay, 
summary  of  stay,  and  a  post-discharge  plan.  Both  have  the  intent  to  help  track  a  resident's 
care  and  help  in  coordinating  resources  to  meet  those  needs. 

F285— JCAHO  broader  intent 

CC.1.1,  CC.1.2,  CC.1.3) 

HCFA  limits  their  preadmission  criteria  to  the  mentally  ill  and  those  with  mental 
retardation  and  the  appropriateness  of  their  placement  at  the  facility.  JCAHO  addresses 
all  prospective  residents  with  criteria  as  to  appropriateness  of  placement  at  a  particular 
facility.  This  includes  defining  the  categories  of  residents,  assessing  prospective  residents, 
and  that  there  is  an  established  criteria  needed  to  be  met  to  be  admitted.  Thus  it  is  the 
intent  of  JCAHO  that  "residents  are  admitted  to  appropriate  services  or  settings  based  on 
the  outcomes  of  preadmission  procedures." 
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F309— Similar  intent 

(TX.2.1) 

Similar  in  intent  and  focus,  but  JCAHO  assumes  that  care  planning  involves  ongoing 
evaluation  where  HCFA  specifically  addresses  the  component  pans  and  stresses  "highest". 

F310 — JCAHO  more  specific 

(TX.2.1, 1X2.4, 1X2.5, 1X2.5.1) 

JCAHO  addresses  specific  dementia  and  Subacute  unit  issues  and  fails  to  consistently 
mention  care  planning.  Also,  JCAHO  states  what  HCFA  alludes  to — that  residents 
maintain  highest  level  of  ADL  function  with  appropriate  staffing — i.e.,  doing  with,  not 
doing  for.  JCAHO  describes  prevention. 

F311  &  F31 2— Similar  intent 

(F311:  TX.2.1) 
(F312:  TX.2.1, 1X2.2) 

No  significant  difference  when  combining  F3 1 1  and  F312.  In  response  to  your  question, 
no.  The  combination  of  F311  and  F312  requires  TX.2.1  and  TX.2.2  to  match  F312. 

F313 — JCAHO  broader  focus 

(RI.2.13,  PE.1,  PE.1.1,  PE.1.1.1,  PE.1.1.2,  PE.1.1.3,  PE.  1.1.4,  PE.  1.1.5,  PE.l.  1.5.1, 
PE.  1.1.6,  PE.l. 1.7,  PE.l. 1.8,  PE.  1.1.9,  PE.l. 1.10,  PE.l. 1.11,  PE.l. 1.12,  PE.1.2., 
PE.1.2.1,  TX.2.1) 

The  JCAHO  standard  is  far  more  extensive  than  HCFA.  Where  F3 13  is  specific  to  vision, 
hearing,  and  transportation  issues,  JCAHO  outlines  many  responsibilities  of  the  nurse  for 
appropriate  referral  using  a  holistic  model.  JCAHO  cites  interdisciplinary  responsibility  as 
well  where  HCFA  does  not 

F314 — JCAHO  broader  focus,  more  comprehensive 

(TX.2.4,  PI.3.1) 

JCAHO  standards  are  broader  in  scope,  as  PI.3.1  lists  five  major  resident  abilities  of 
which  prevention  of  pressure  sores  is  one.  F314  is  found  within  TX.2.4  and  PI.3.1.  The 
JCAHO  standard  3. 1  is  quite  general  and  refers  to  collecting  data  on  resident  care. 

F315  &  F317— JCAHO  broader  focus,  more  comprehensive 

(PI.3.1) 

PI.3.1.  is  again  broader  in  scope.  F315  &  F317  are  found  within  PI.3.1. 
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F316— JCAHO  broader  focus,  more  comprehensive 

(TX.2.4) 

F316  is  very  specific  to  incontinence  and  UTIs  while  TX.2.4.  is  global  in  scope,  with 
incontinence  as  a  small  pan  of  the  regulation.  Much  of  the  JCAHO  evaluation  language  is 
global  where  HCFA  is  specific  on  treatment  for  incontinence  and  care  management 
programs. 

F318— JCAHO  not  include  all  dimensions  that  HCFA  has 

(TX.2.4,  PF.2) 

F318  is  specific  to  ROM  while  TX.2.4  and  PF.2  lack  language  specific  to  ROM.  PF.2 
outlines  education  needs,  not  ROM  needs.  It  is  difficult,  at  best,  to  find  F318  within  the 
JCAHO  standards  listed. 

F31 9 — JCAHO  narrower  focus,  less  comprehensive 

(TX.  1.6.4,  TX.2.7,  PI.3.1) 

F319  is  very  specific  in  its  language,  assessment,  and  intent,  while  the  JCAHO  standards 
are  narrow,  isolating  specifics  to  dementia-related  issues.  TX.1.6.4's  "this  standard  is  self- 
evident"  is  not  obvious  and  lacks  any  specificity  in  application.  TX.2.7  is  dementia 
specific.  PI.3.1  is  global  and  difficult  to  evaluate  compliance. 

F320 — JCAHO  narrower  focus,  less  comprehensive 

(TX.1.6,  TX.1.6.1,  TX.1.6.2,  TX.1.6.3) 

F320's  intent  focuses  on  assessment  and  maintenance  of  psychosocial  health  while  the 
JCAHO  intent  addresses  the  provision  of  services  to  meet  psychosocial  needs,  without 
addressing  assessment,  maintenance,  or  care  planning  (more  like  F319). 

F321— JCAHO  narrower  focus,  less  comprehensive 

(TX.5,TX.5.1,  PI.3.1) 

F321  can  be  found  in  PI.3.1.  However,  the  JCAHO  language  is  broad  and  extensive 
surrounding  nutritional  assessment  F321  does  not  include  care  planning. 

F322 — JCAHO  has  broader  application  in  clinical  or  resident  care 

(TX.5,TX.5.1) 

F322  is  quite  specific  to  tube-fed  residents  and  prevention  of  complications.  TX.5  and 
TX.5.1  discusses  global  nutrition  issues  and  briefly  mentions  prevention  of  complications 
of  the  tube-fed  resident. 

F323— JCAHO  less  comprehensive 

(TX.2.3,  EC.2.11) 

JCAHO  lacks  definition  of  safety  and  hazard  surveillance  and  includes  infection  control 
where  HCFA  is  quite  specific  in  its  definition  of  "accident  hazards"  not  infection  control  as 
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well.  Intent  is  generally  the  same,  but  finding  compliance  standards  is  difficult  in  the 
JCAHO  language. 

F324— JCAHO  is  more  restricted  in  domain  as  indicated  in  intent 

(TX.2.3) 

HCFA  language  is  specific  while  JCAHO  addresses  accident,  injury,  and  infection  without 
any  specific  discussion  of  care  planning,  supervision,  or  compliance  standards — that  is, 
how  does  JCAHO  measure  "reasonable  steps"? 

F325  &  F326— Similar  intent 

(TX.5.TX.5.1) 

Both  use  clear  language  to  describe  appropriate  assessment  and  care  related  to  nutrition. 

F327— Similar  intent 

(TX.5.7) 

TX.5.7  has  F327  in  its  certification  requirement — well-hidden,  after  the  intent  is  described 
F328— JCAHO  more  specific 

(TX.2.1,  TX  4.9,  TX.4.9.1,  TX.4.9.2,  TX.4.9.3,  TX.4.9.4,  TX.4.9.5,  TX.4.9.6,  TX.4.9.7, 
TX.4.9.8,  TX.4.9.9) 

F328  is  quite  specific  about  what  special  needs  are  and  the  facility's  responsibility  in 
providing  for  residents.  JCAHO  language  is  specific  to  medication  administration  and 
lacks  comprehensive  language  regarding  special  needs  and  certification  standards. 

F329 — JCAHO  narrower  focus 

(TX.4,  TX.4.1,TX.4.12.2) 

F329  speaks  to  psychotropic  drugs  with  specific  parameters  and  standards.  JCAHO  uses 
antipsychotic  drugs  as  its  certification  requirement,  not  psychotropic  drugs  (not 
interchangeable).  Ambiguous,  but  with  some  of  the  same  implementation  strategies  as 
F329  under  TX.4. 12.2. 

F330  &  F331— Similar  intent 

(1X4.12.2) 

Intent  is  the  same,  but  JCAHO  continues  to  use  psychotropic  as  though  it  is 
interchangeable  with  antipsychotic  when  being  specific  for  certification.  HCFA  makes  a 
clear  distinction  between  the  two  and  their  uses  in  F329-F331. 

F332  &  F333 — Similar  intent 

(TX.4. 13,  TX.4.13.2) 

Intent  is  the  same  for  both  and  language  is  congruent:  no  medication  errors  greater  than 

5%. 
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F353 —  similar  in  intent 

CHR.2,  HR.2.1,  HR.2.1.1,  HR.2.1.2,  HR.2.1.3,  HR.2.1.4,  HR.2.1.5,  HR.2.1.6,  HR.2.1.7, 
HR.2.1.8,  HR.2.1.9,  HR.2.3,  HR.2.4,  HR.2.5) 

The  F  Tag  specifies  that  there  must  be  sufficient  nursing  staff  to  meet  the  regulation  for 
an  RN  for  eight  consecutive  hours,  seven  days  a  week  and  that  there  are  sufficient  nursing 
personnel  to  meet  the  residents'  needs.  The  JCAHO  standards  are  similar  that  an  RN 
supervises  care  on  the  day  shift  seven  days  a  week  and  the  nursing  personnel  are  sufficient 
to  meet  the  residents'  comprehensive  needs. 

F354 —  similar  in  intent,  but  HCFA  regulatory  in  tone 

CLD.3.3,  LD.3.3.1,  LD.3.3.2,  HR.2.3,  HR.  2.4,  HR.2.5) 

The  F  Tag  and  the  JCAHO  standards  refer  to  using  an  RN  eight  hours,  seven  days  a  week. 
The  F  Tag  requires  that  the  facility  appoint  a  Director  of  Nursing  (DON)  and  specifies  that 
this  DON  only  serve  as  a  charge  nurse  when  occupancy  is  less  than  60  beds  which  are 
conditions  that  are  not  explicitly  stated  in  the  JCAHO  standards.  Nor  does  the  JCAHO 
standards  describe  the  waiver  of  requirement  for  licensed  nurses  on  a  24  hour  basis. 

F360 — JCAHO  more  applications  to  resident  care,  similar  intent 

(TX.5,TX.5.1) 

Both  standards  address  meeting  nutrition  and  dietary  needs  of  residents.  JCAHO  is 
comparable  in  intent  to  HCFA,  though  more  comprehensive  in  scope. 

F361  &  F362—  HCFA  has  a  broader  intent 

(F361:  LD.2.2.4,  HR.2,  HR.2.1,  HR.2.1.1,  HR.2.1.2,  HR.2.1.3,  HR.2.1.4,  HR.2.1.5, 
HR.2.1.6,  HR.2.1.7,  HR.2.1.8,  HR.2.1.9,  HR.2.2,  HR.2.2.1,  HR.2.2.2,  HR.2.2.3,, 
HR.2.2.4,  HR.2.2.5,  HR.2.2.6,  HR.2.2.7,  HR.2.2.8,  HR.2.2.9) 

(F362:  HR.2,  HR.2.1,  HR.2.1.1,  HR.2.1.2,  HR.2.1.3,  HR.2.1.4,  HR.2.1.5,  HR.2.1.6, 
HR.2.1.7,  HR.2.1.8,  HR.2.1.9,  HR.2.2,  HR.2.2.1,  HR.2.2.2,  HR.2.2.3,  HR.2.2.4, 
HR.2.2.5,  HR.2.2.6,  HR.2.2.7,  HR.2.2.8,  HR.2.2.9) 

JCAHO  is  less  comprehensive  in  intent  and  scope  and  less  specific  than  the  HCFA 
standards.  The  topic  is  adequate  staffing  for  meeting  the  nutritional  and  dietary  intent  of 
F360.  F361  mandates  utilization  of  a  "qualified"  dietitian  for  all  residents'  nutritional 
needs,  while  JCAHO  mentions  a  dietitian  only  in  the  context  of  "subacute"  programs. 
(Note:  F360  gives  criteria  for  "qualified."  ) 

F363— JCAHO  less  specific 

(TX.5,  TX.5.1,  TX.5.2.1,  TX.5.2.2) 

JCAHO  is  comparable  in  intent  and  scope  to  the  HCFA  standard,  but  contains  fewer 
specifics  regarding  how  the  intent  of  providing  appealing  and  quality  meals  is  defined  or 
accomplished. 
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F364— JCAHO  intent  is  not  the  same  as  HCFA 

(TX.5.4,  TX.5.6) 

JCAHO  is  less  comprehensive  in  intent  but  comparable  in  scope  to  the  HCFA  standard. 
The  F364  intent  statement  includes  specific  reference  to  palatability  and  attractiveness  of 
food  as  a  goal.  JCAHO  references  these  goals  but  in  a  less  focused  manner. 

F365  &  F366—  HCFA  is  narrower  in  comparison  to  JCAHO 

(TX.5.3) 

The  topic  is  food  preparation  designed  to  meet  individual  needs.  JCAHO  is  more 
comprehensive  in  intent  and  scope  than  are  these  HCFA  standards. 

F367— JCAHO  less  clear  in  Intent 

(TX.5.2) 

JCAHO  is  less  clear  in  intent,  less  comprehensive  in  scope,  and  less  specific  than  F367. 
F367  specifically  addresses  therapeutic  diets,  whereas  JCAHO  merely  states  that  "food 
and  nutrition  products"  must  be  "prescribed  by  a  physician." 

F368—  Similar  in  intent 

(TX.5.3) 

The  topic  here  is  the  number  and  timing  of  daily  meals.  JCAHO  is  comparable  in  intent 
and  scope  and  specificity  to  the  HCFA  standard. 

F369— JCAHO  similar  in  intent  to  HCFA 

(TX.2.5.2,  TX.5.3) 

The  topic  is  devices  to  assist  residents  in  eating  their  meals.  Here  the  JCAHO  statement  is 
comparable  in  intent  and  scope  to  the  HCFA,  but  is  less  specific. 

F370  &  F371—  JCAHO  less  specific  in  intent  as  HCFA  included 
procurement  of  food 

(TX.5.5) 

These  standards  address  procurement  of  safe  food;  storage,  preparation  and  distribution  of 
food  to  prevent  food  borne  illnesses;  and  proper  disposal  of  garbage.  The  JCAHO 
standard  states  that  foods  and  nutrition  products  should  be  stored  and  prepared  under 
proper  conditions.  The  standard  does  not  refer  to  procurement  of  safe  food  nor  does  it 
include  distribution  of  food  which  would  include  the  holding  temperatures  of  food  which 
is  delineated  in  the  HCFA  guidelines.  The  HCFA  guidelines  are  more  explicit  for  the 
storage  and  separation  of  foods  when  stored  than  are  the  JCAHC  Intent  Statements.  The 
JCAHO  intent  statement  refers  to  "protecting  food  and  nutrition  products  from 
contamination  and  spoilage"  which  is  consistent  with  the  JCAHO  performance  focus  that 
the  means  for  protecting  food  should  be  in  place.  Whereas,  the  HCFA  guidelines  are  very 
specific  in  identifying  that  "Potentially  hazardous  foods  must  be  subject  to  continuous 
time/  temperature  controls  in  order  to  prevent  ...  growth  of  micro-organisms"  which  is 
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consistent  with  the  HCFA  regulatory  and  enforcement  function  that  would  find  conditions 
citable  if  continous  controls  to  prevent  micro-organism  growth  were  not  in  place. 

F372-  Similar  in  intent 

(TX.5.5) 

This  section  concerns  disposal  of  food  waste,  and  here  the  JCAHO  standard  is  comparable 
in  intent,  scope,  and  specificity  to  the  HCFA. 

F385 — JCAHO  terms  are  less  specific  than  HCFA 

(CC.2.2,  TX.1.5,  TX.1.5.1,  TX.1.5.1.1) 

The  topic  in  this  section  is  physician  services  for  each  resident  Here  the  JCAHO  is 
comparable  in  intent  and  scope,  but  is  less  specific  than  the  HCFA  standard 

F386— JCAHO  comparable  in  intent 

(TX.3.2,TX.3.2.1) 

The  topic  is  the  nature  of  physician  visits  and  procedures  for  same.  Again  the  JCAHO 
criteria  are  comparable  in  intent  and  scope,  but  less  specific  than  the  HCFA  regulation. 

F387  &  F388-^JCAHO  comparable  in  intent 

(TX.1.5,  TX.1.5.1) 

This  portion  of  both  documents  addresses  the  frequency  of  physician  /isits.  Again  the 
JCAHO  criteria  are  comparable  in  intent  and  scope,  but  less  specific  than  the  HCFA 
standard.  HCFA  specifically  mandates  that  a  "visit"  requires  face-to-face  contact  with  the 
patient,  whereas  JCAHO  does  not. 

F389 — JCAHO  less  comprehensive  in  scope  compared  to  HCFA 

(TX.1.5.1. 1) 

Here  JCAHO  is  less  comprehensive  in  intent  and  scope  and  less  specific  than  the  HCFA. 
F389  assigns  responsibility  to  the  facility  to  "provide  or  arrange  for  provision  of  physician 
services  [including  resident  transportation  for  emergency  treatment]  24  hours  a  day." 
JCAHO  merely  requires  that  an  attending  physician  "designates  an  alternate  physician 
whom  the  organization  can  contact  .  .  ." 

F390 — JCAHO  less  comprehensive 

(TX.1.5,  TX.1.5.1) 

The  topic  is  delegation  of  physician  visits  to  nurse  practitioners.  F  390  specifies  the 
qualifications  of  physician  substitutes  and  the  conditions  under  which  delegation  is  not 
permitted.  JCAHO  is  comparable  in  intent  but  less  comprehensive  in  scope  and  less 
specific  than  HCFA. 
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F406— JCAHO  less  comprehensive  in  intent 

(1X6.1.1,  LD.2.2.4,  HR.2.2.1  through  HR.2.2.9) 

The  HCFA  topic  is  rehabilitative  services  and  qualifications  of  rehabilitation  specialists. 
JCAHO  is  less  comprehensive  in  intent,  but  comparable  in  scope  to  HCFA,  though  HCFA 
is  more  specific  and  has  a  longer  list.  F406  intent  statement  specifies  several  goals  for 
residents  while  JCAHO  merely  references  residents'  rehabilitative  "needs."  JCAHO 
HR.2.2.1  through  2.2.9  discusses  qualification  of  staff  in  regard  to  rehabilitation;  HR.2. 1 
to  2.1.9  covers  number  of  staff  but  not  qualifications. 

F407—  similar  in  intent  but  not  in  focus 

(TX.6,  HR.2,  HR.2.1,  HR.2. 1.1,  HR.2.1.2,  HR.2.1.3,  HR.2.1.4,  HR.2.1.5,  HR.2. 1.6, 
HR.2. 1.7,  HR.2.1. 8,  HR.2.1.9,  IM.7.2,  IM.7.2.1,  IM.7.2.2,  IM.7.2.3,  IM.7.2.4,  IM.7.2.5, 
IM.7.2.6,  IM.7.2.7,  IM.7.2.8,  IM.7.2.9,  IM.7.2.11,  IM.7.2.12,  IM.7.2.13,  IM.7.2.14, 
IM.7.2.15,  IM.7.2.16,  IM.7.2.17,  IM.7.2.18,  IM.7.2.19,  IM7.2.20,  IM.7.2.21,  IM.7.2.22, 
LD.2.2.4) 

F407  requires  rehabilitative  services  under  the  written  order  of  a  physician  by  qualified 
personnel.  Though  the  TX  and  HR  items  seem  to  pertain,  IM.7.2  speaks  to  the  keeping  of 
records,  which  is  based  on  the  assumption  that  the  recordkeeping  reflects  the  provision  of 
the  services.  The  statement  regarding  the  facility  obtaining  dental  care  for  the  resident 
that  appears  to  be  part  of  this  F  tag  is  at  least  partially  addressed  by  JCAHO  in  LD.2.2.4. 

F411  &  F41 2— Comparable  in  intent 

(F411:  RI.2  13,  RI.  2.18,  TX.1.5.2) 
(F412:  RI.2.18,  TX.1.5.2) 

JCAHO  is  comparable  in  intent  and  scope  to  HCFA.  The  topic  is  provision  (including 
transportation)  for  dental  care.  The  two  guidelines  are  comparable  in  specifics  for  skilled 
nursing  facilities  (F41 1),  but  HCFA  is  less  specific  for  nursing  facilities  (F412).  JCAHO 
includes  an  emphasis  on  allowing  patient  choice  of  dentists,  which  is  not  covered  in 
HCFA. 

F425— JCAHO  comparable  intent 

(TX  4.9,  TX.4.9.1,  TX.4.9.2,  TX.4.9.3,  TX.4.9.4,  TX.4.9.5,  TX.4.9.6,  TX.4.9.7, 
TX.4.9.8,  TX.4.9.9,  LD.2.2.4) 

The  topic  here  is  administration  of  pharmaceuticals  to  patients.  JCAHO  is  comparable  in 
intent  but  more  comprehensive  than  HCFA. 

F426— JCAHO  restricted  in  intent  compared  to  HCFA 

(TX.4.2) 

JCAHO  is  less  comprehensive  in  intent  and  scope  than  is  HCFA.  F426  covers  acquiring, 
receiving,  dispensing  and  administering  of  drugs,  whereas  JCAHO  restricts  itself  to 
storage  distribution,  and  administration  of  drugs. 
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F427— Similar  in  intent  and  scope. 

(TX.4.2.2,  LD.2.2.4,  HR.2,  HR.2.1,  HR.2.1.1,  HR.2. 1.2,  HR.2.1.3,  HR.2.1.4,  HR.2.1.5, 
HR.2.1.6,  HR.2. 1.7,  HR.2. 1.8,  HR.2. 1.9) 

The  topic  is  providing  the  services  of  a  licensed  pharmacist  to  provide  consultation  and 
oversee  recordkeeping  and  reconciliation  of  controlled  drugs  and  the  standards  are  similar 
in  intent  and  scope. 

F428,  F429  &  F430— JCAHO  more  application 

(F248:  TX.4.5,TX.4.12,TX.4.12.1) 
(F429:  TX.4.12.3) 
(F430:  TX.4.12.3) 

The  topic  is  consulting,  monitoring,  and  reporting  (by  licensed  pharmacists)  of  each 
patient's  medication  regime.  Here  JCAHO  is  comparable  in  intent  and  more 
comprehensive  than  HCFA,  though  HCFA  is  more  specific  within  its  narrower  scope. 

F431—  Similar  intent 

(TX.4.3) 

Concerning  the  labeling  of  drugs,  both  standards  are  equivalent  in  intent,  scope,  and 
specifics. 

F432— Similar  intent 

(TX.4.2.1) 

F432  concerns  the  storage  of  drugs  and  biologicals.  JCAHO  provides  more  specifics 
though  the  intent  is  similar. 

F441,  F442,  F443,  F444,  445—  JCAHO  comparable  in  intent  to  HCFA 

(F441:  IC.l,  IC.2,  IC.3,  IC.4.JC.4.1  ,IC.  4.2,  IC.4.3,  IC.4.4,  IC.4.5,  IC.4.6,  IC.5) 
(F442:  IC.2,  IC.3,  IC.4.,IC.4.1  ,IC.  4.2,  IC.4.3,  IC.4.4,  IC.4.5,  IC.4.6,  IC.5) 
(F443:  IC.l  IC.2,  IC.3,  IC.4.,IC.4.1  ,IC.  4.2,  IC.4.3,  IC.4.4,  IC.4.5,  IC.4.6,  IC.5) 
(F444:  IC.2,  IC.3,  IC.4.JC.4.1  ,IC.  4.2,  IC.4.3,  IC.4.4,  IC.4.5,  IC.4.6,  IC.5) 
(F445:  IC.2,  IC.3,  IC.4.JC.4.1  ,IC.  4.2,  IC.4.3,  IC.4.4,  IC.4.5,  IC.4.6,  IC.5) 

The  topic  is  prevention  of  infection  with  communicable  disease  pathogens,  and  here 
JCAHO  is  comparable  in  intent  to  HCFA,  but  less  comprehensive  and  less  specific.  F  Tag 
442  specifies  that  the  facility  isolate  a  resident  if  necessary  and  the  JCAHO  standards  are 
less  specific  referring  only  to  reducing  the  risk  of  infections  in  residents  and  workers, 
maintaining  a  sanitary  environment,  and  taking  action  to  control  outbreaks  of  infections 
when  identified 
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F454 —  comparable  in  intent 

(EC.1,EC1.1,EC.1.7,  EC.2.6) 

The  HCFA  F  Tag  refers  to  a  facility  providing  a  safe  environment  that  meets  the  Life 
Safety  Code  as  do  the  JCAHO  standards. 

F455 — similar  in  intent 

(EC.  1.9,  EC.2.8) 

F455  regards  the  provision  of  emergency  power  including  emergency  electrical  power  for 
life  support  systems  for  the  facility.  The  intent  of  the  JCAHO  standard  EC2.8  is  also 
specific  that  an  organization  must  implement  a  utility- systems  management  plan.  The 
components  of  this  plan  include  provision  of  an  emergency  electrical  system 

F457,  F458,  F459,  F460,  F461,  F462,  &  F464 — JCAHO  more  comprehensive 
in  intent,  though  misses  some  specifics 

(EC.4,  EC.4.1,  EC.4.2,  EC.4.3,  EC.4.4,  EC.4.5) 

Here  JCAHO  is  more  comprehensive  in  intent  and  broader  in  scope  than  HCFA.  The 
intent  of  HCFA  is  to  establish  and  maintain  a  social  environment  that  promotes  residents' 
health  and  dignity.  HCFA  is  more  specific,  couching  its  guidelines  in  terms  of  room 
measurements  and  accouterments  (windows,  toilets,  furniture,  privacy  curtains,  etc.). 
JCAHO  includes  some  of  these  specifics,  but  in  less  detail. 

F463 — Similar  in  intent 

(EC.2.14) 

The  subject  is  resident  call  systems,  and  both  systems  are  comparable  in  intent  and  scope. 

F465— JCAHO  more  specific 

(EC.1.3) 

The  subject  is  providing  a  generally  healthy  and  comfortable  environment  for  everyone 
who  enters  the  facility.  JCAHO  here  is  less  comprehensive  in  intent  and  scope  than 
HCFA,  and  also  more  specific. 


Appendix  A4 


F466—  JCAHO  less  specific  than  HCFA  regulation 

(EC.  1.9,  EC.2.14) 

The  F  Tag  refers  to  the  provision  of  an  emergency  water  supply  and  the  JCAHO  standards 
are  less  specific.  The  JCAHO  standards  refer  to  a  plan  to  address  critical  operating 
components  and  it  can  only  be  implied  that  these  would  include  safe  drinking  water. 

F467—  JCAHO  less  specific  than  the  HCFA  regulation 

(EC.  1.9,  EC.2.14) 

The  F  Tag  refers  to  the  provision  of  adequate  ventilation  system  and  the  JCAHO 
standards  are  less  specific.  The  JCAHO  standards  refer  to  a  plan  to  address  critical 
operating  components  and  it  can  only  be  implied  that  these  would  include  ventilation  as 
part  of  the  comfortable  environment  of  care. 

F468— JCAHO  similar  in  intent 

(EC.1.3.EC.2.2) 

Here  again  JCAHO  is  more  comprehensive  in  intent  and  scope  than  HCFA.  HCFA's 
guidelines  are  limited  to  a  discussion  of  handrails  where  JCAHO  includes  general  safety 
management 

F469— Not  comparable 

(EC.1.3,  IC.1.1,  IC.1.1.1) 

Here  the  JCAHO  and  HCFA  standards  appear  to  address  different  issues.  JCAHO 
addresses  safety  and  endemic/epidemic  infection  control,  while  HCFA  specifically 
addresses  pest  control  (insects,  rodents)  in  general,  with  no  reference  to  pathogens. 

F490 — JCAHO  more  comprehensive  in  intent 

(LD.2,  LD.2.1,LD.2.1.1) 

JCAHO  is  more  comprehensive  in  intent  and  scope  than  is  HCFA.  HCFA  makes  a  very 
general  statement  about  facility  administration  and  planning,  whereas  JCAHO  includes 
specifics  across  a  wide  range  of  applicable  areas. 

F491— JCAHO  more  comprehensive  in  intent 

(LD.3.4,  LD. 3.4.1) 

JCAHO  is  more  comprehensive  in  scope  and  intent  than  HCFA.  JCAHO  includes 
compliance  with  all  law  and  regulation  whereas  HCFA  is  specific  to  licensing. 

F492—  HCFA  includes  more  specifics 

(LD.3.4,  LD. 3.4.1) 

Regarding  compliance  with  governmental  regulations,  JCAHO  and  HCFA  are  comparable 
in  intent  and  scope,  though  HCFA  includes  more  specifics  within  its  narrower  scope. 


Appendix  A4 


F493,  F494,  F495,  F496,  F497  &  F49&— JCAHO  more  comprehensive 

(F493:  LD.1,LD.1.1,LD.3,  LD.3.1) 
(F494,F495,F496:  HR.3) 
(F497:  HR.3.3,  HR.4) 
(F498:  HR.3) 

JCAHO  is  more  comprehensive  in  intent  and  scope  than  is  HCFA  regarding  facility 
governance  and  the  training  and  performance  evaluation  of  staff,  though  HCFA  contains 
more  specifics  within  its  narrower  scope. 

F499 — JCAHO  more  expanded  in  intent 

(HR.2.2,  HR.2.2.1,  HR.2.2.2,  HR.2.2.3,  HR.2.2.4,  HR.2.2.5,  HR.2.2.6,  HR.2.2.7, 
HR.2.2.8,  HR.2.2.9) 

Regarding  professional  qualifications,  JCAHO  is  more  comprehensive  in  intent  and  scope 
than  HCFA. 

F500 — JCAHO  more  comprehensive  in  intent 

(LD.2.2.4,  HR.2.2,  HR.2.2.1,  HR.2.2.2,  HR.2.2.3,  HR.2.2.4,  HR.2.2.5,  HR.2.2.6, 
HR.2.2.7,  HR.2.2.8,  HR.2.2.9) 

Concerning  contractual  services,  JCAHO  is  more  comprehensive  in  intent  and  scope  than 
HCFA  and  also  contains  more  specifics. 

F501— Similar  intent 

(LD.3.2,LD.3.2.1,LD.3.2.2) 

The  topic  here  is  responsibilities  of  the  medical  director.  In  this  case,  JCAHO  and  HCFA 
are  comparable  in  intent,  but  JCAHO  is  more  comprehensive  in  scope. 

F502,  F503,  F504,  F505,  F506,  and  F507— JCAHO  more  comprehensive  in 
intent 

(F502,F503:  PE.7,PE.7.1) 

(F504:  PE.6,  PE.6.1,  PE.6.1.1,  PE.7,  PE.7.1,  IM.7.2,  IM.7.2.1,  IM.7.2.2,  IM.7.2.3, 
IM.7.2.4,  IM.7.2.5,  IM.7.2.6,  IM.7.2.7,  IM.7.2.8,  IM.7.2.9,  IM.7.2.11,  IM.7.2.12, 
IM.7.2. 13,  IM.7.2.14,  IM.7.2.15,  IM.7.2.16,  IM.7.2.17,  IM.7.2. 18,  IM.7.2.19,  IM.7.2.20, 
IM.7.2.21,IM.7.2.22) 

(F505:  PE.7,  PE.7.1) 

(F506:  RI.2.13) 

(F507:  IM.7.2,  IM.7.2.1,  IM.7.2.2,  IM.7.2.3,  IM.7.2.4,  IM.7.2.5,  IM.7.2.6,  IM.7.2.7, 
IM.7.2.8,  EM.7.2.9,  IM.7.2.11,  IM.7.2.12,  IM.7.2.13,  IM.7.2.14,  IM.7.2.15,  IM.7.2.16, 
IM.7.2.17,  IM.7.2.18,  IM.7.2.19,  IM.7.2.20,  IM.7.2.21,  IM.7.2.22) 

JCAHO  is  comparable  in  intent  but  more  comprehensive  in  scope  that  is  HCFA.  The  F 
tags  are  restricted  to  laboratory  services.  JCAHO  covers  broader  scope  within  this  topic. 
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The  4TM"  guidelines  (patient  records  and  information,  including  lab  services)  are 
especially  broader  in  scope. 

F508,  F509,  F510,  F511,  F512  &  F513— JCAHO  comparable 

(F508:  PE.6,  PE.6.1,  PE.6.1.1) 
(F509:  PE.6.2) 

(F510:  PE.6,  PE.6.1,  PE.6.1.1,  IM.7.2,  IM.7.2.1,  IM.7.2.2,  IM.7.2.3,  IM.7.2.4, 
IM.7.2.5,  IM.7.2.6,  IM.7.2.7,  IM.7.2.8,  IM.7.2.9,  IM.7.2.11,  IM.7.2.12,  IM.7.2.13, 
IM.7.2. 14,  IM.7.2.15,  IM.7.2.16,  IM.7.2.17,  IM.7.2.18,  IM.7.2.19,  IM.7.2.20,  IM.7.2.21, 
IM.7.2.22) 

{F511:  PE.6,  PE.6.1,  PE.6.1.1) 
(F512:  RI.2.13) 

(F513:  IM.7.1.3,  IM.7.2,  IM.7.2.1,  IM.7.2.2,  IM.7.2.3,  IM.7.2.4,  IM.7.2.5,  IM.7.2.6, 
IM.7.2.7,  IM.7.2.8,  IM.7.2.9,  IM.7.2.11,  IM.7.2.12,  IM.7.2.13,  IM.7.2. 14,  IM.7.2.15, 
IM.7.2.16,  IM.7.2.17,  IM.7.2.18,  IM.7.2.19,  IM.7.2.20,  IM.7.2.21,  IM.7.2.22) 

Regarding  radiology  and  other  diagnostic  services,  JCAHO  criteria  are  comparable  in 
intent  and  scope  to  HCFA,  except  regarding  the  scope  of  patient  records  and  information. 
JCAHO  is  again  much  broader  in  scope  on  this  aspect  of  the  topic. 

F514 — Comparable  In  scope  and  intent 

(IM.7,  IM.7.1,  IM.7.1.1,  IM.7.1.2,  9M.7.2,  IM.7.2.1,  IM.7.2.2,  IM.7.2.3,  IM.7.2.4, 
IM.7.2.5,  IM.7.2.6,  IM.7.2.7,  IM.7.2.8,  IM.7.2.9,  IM.7.2.11,  IM.7.2.12,  9M.7.2.13, 
IM.7.2. 14,  IM.7.2.15,  IM.7.2.16,  IM.7.2.17,  IM.7.2.18,  IM.7.2.19,  IM.7.2.20,  IM.7.2.21, 
IM.7.2.22,  IM.7.5,  IM.7.5.1) 

The  HCFA  guidelines  are  presented  more  in  purpose-oriented  language  while  JCAHO 
uses  more  record-oriented  language.  This  difference  makes  comparison  difficult,  but  one 
can  infer  comparable  intent  in  maintaining  resident  records. 

F515 — JCAHO  less  comprehensive  in  intent 

(IM.7.1.1,  IM.7.1.2) 

The  HCFA  standards  specifically  address  the  time  period  resident  records  must  be  kept 
JCAHO  standards  are  mute  on  this  issue. 

F516 — JCAHO  less  comprehensive  in  intent 

(IM.2,  IM.2.1,IM.2.2,  IM.2.3) 

HCFA  addresses  the  meaning  and  limits  of  confidentiality  of  records,  with  reference  to  the 
resident.  JCAHO  language  does  not  refer  to  the  resident  and  specifically  states  that  "the 
organization  determines  appropriate  levels  of  .  .  .  confidentiality." 
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F517— JCAHO  more  comprehensive  in  intent  and  scope 

(EC.  1.6,  EC.1.7.EC.2.5) 

The  topic  is  emergency  and  disaster  preparedness.  The  JCAHO  standards  provide  more 
specifics  and  identify  a  broader  range  of  emergency  situations  and  preparedness. 

F518 — Comparable  in  intent 

(EC. 1.7,  EC.2,  EC.2.1,  EC.2.9,  EC.2.10,  HR.3.2) 

With  the  exception  that  the  JCAHO  standards  do  not  specify  "unannounced"  staff  drills,  as 
does  HCFA,  the  standards  on  staff  preparedness  for  carrying  out  emergency  procedures 
appear  comparable. 

F519 — JCAHO  more  comprehensive,  different  in  intent 

(CC.5) 

F519  specifically  requires  a  written  transfer  agreement  between  the  facility  and  "one  or 
more  hospitals  approved  under  the  Medicare  and  Medicaid  programs."  JCAHO  does  not 
mention  written  agreements,  but  addresses  a  broad  range  of  transfer  issues. 

F520  &  F521— Comparable  in  intent 

(Pl.l,  Pl.l.l) 

Both  standards  use  essentially  identical  language  to  address  the  establishment, 
composition,  and  functioning  of  a  quality  assessment  and  assurance  committee,  if  the 
"specific  certification  requirements"  detailed  Pl.l  and  PL  1.1.  are  incorporated  in  the  item. 

F522— JCAHO  differs  In  intent 

(LD.3.4,LD.3.4.1) 

HCFA  standards  specifically  address  requirements  for  written  notification  to  state 
licensing  agencies  of  any  changes  in  ownership,  directorship,  or  management  of  the 
facility,  including  the  names  of  new  people.  JCAHO  says  only  that  the  facility's  leaders 
must  insure  that  it  complies  with  applicable  laws  and  regulations  and,  when  required, 
releases  the  identity  of  persons  having  5  percent  or  more  direct  or  indirect  ownership 
interest  in  the  organization. 
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SURVEYOR  QUESTIONNAIRE:  Administered  at  HCFA  BASIC  TRAINING  SESSION 
September  17,  1997  by  Abt  Associates  Inc. 

1         Before  you  began  conducting  nursing  home  surveys,  did  you  ever  work  in  a  nursing 
facility  as  a: 
(mark  all  that  apply) 


Position  if  so,  for  how  long? 


□ 

Director  of  Nursing 

 years  

months 

□ 

Staff  Nurse/Charge  Nurse/Nurse  Consultant 

  years   

months 

□ 

Nursing  Assistant/ Aide 

  years   

months 

□ 

Social  Work  Director/Staff 

  years   

months 

□ 

Activities  Director/Staff 

 years  

months 

□ 

Dietician/Dietary  Staff/Consultant 

  years   

months 

□ 

Pharmacist/Pharmacy  Consultant 

  years   

months 

□ 

Therapist  -  Contract  Staff 

 years  

months 

□ 

Administrator 

 years  

months 

□ 

Other  {please  specify) 

  years   

months 

2.        If  none  of  the  above  apply,  please  briefly  describe  your  professional  background 


Are  you  a  nurse0 

□  Yes 

No  {skip  to  question  -  5) 


4.        What  is  the  highest  nursing  education  or  training  level  you  have  completed0  (choose  one 
response) 

-  LPN7LVN 

-  RN.  2  year 

-  RN.  diploma 
RN.  BSN 


□  MSN 

□  PhD 


What  is  the  highest  degree  you  have  attained9  (choose  one  response) 


□ 

High  School 

□ 

Associates 

□ 

Bachelors 

□ 

Masters 

□ 

Doctorate 

□ 

MD 

□ 

Other  {please  specify) 

6         In  what  major  field  of  study  is  your  highest  degree7  (choose  one  response) 


□ 

Business/  Accounting 

□ 

Engineering 

□ 

Gerontology 

□ 

Health  Care  Administration 

□ 

Law 

□ 

Public  Health 

□ 

Social  Work/Social  Sciences 

□ 

Pharmacology 

□ 

Food  and  Nutrition  Sciences 

□ 

Nursing 

□ 

Other  (please  specify) 

7.        What  discipline  do  you  represent  on  the  survey  team'7  (choose  one  response) 


□ 

Dietician/Nutritionist 

□ 

Generalist 

□ 

Pharmacist 

□ 

RN 

□ 

Sanitarian/Environmental  Health 

Social  Worker 

Other  (please  specif  ) 

8.        How  many  total  years  experience  do  you  have  in  clinical  practice0  

9  How  long  has  it  been  since  you  were  in  clinical  practice0  

10  How  many  years  experience  do  you  have  in  administration/management  of  nursing  homes0 


1 1.      How  long  has  it  been  since  you  were  in  administration/management  of  nursing 
homes9  


12.      We  are  interested  in  the  training  you  have  received  since  being  hired  as  a  surveyor  For 
each  type/subject  area  of  training  below,  please  indicate  the  mode  of  training  that  you  had 
or  indicate  that  you  did  not  receive  training  in  that  component 


TYPE  OF 
TRAINING 


State  Agency 
Surveyor  Training 
Orientation  Program 

SOM  *274 
Survey  Process 

SOM  «273 
Enforcement 

Principles  of 
Documentation 

MDS/RAI  Training 


Self-study  from  a 
manual- written 
guidelines/video 


Laptop  Survey 
Software 


Formal  classroom 
training  or  field 
study  at  stale  agenc 


From  HC FA  From  HC FA  Central       None  -  Did  not 

Regional  Office  staff      Office  staff  receive  training  in 

this  component 

□  □  □ 


13       Consider  all  of  the  formal  training  you  have  had  since  being  hired  as  a  surveyor  (including 
the  Basic  Training  course).  How  adequate  do  you  feel  that  training  was  in  terms  of 
preparing  you  to  conduct  each  of  the  following  survey  tasks0  In  which  tasks  would  you 
like  to  receive  more  training9  (circle  the  appropriate  number  and  letter) 


Survey  Tasks 

Very 
Ade- 
quate 

=0  H>  --&  «0 

Inade- 
quate 

Did  not 

have 

training 

Would 
you  like 
more 
training? 

Tse  of  the  OSC  AR  computer  reports  in  preparation  for  survey 

4     ?  : 

Y  N 

ITie  information  that  should  be  conveyed  at  entrance  conference 

4  l 

Y  N 

The  objectives  of  the  orientation  tour 

4 

Y  \ 

How  to  use  (and  improve)  observational  skills 

4  3 

Y  N 

The  criteria  and  process  that  should  be  used  in  selecting  the  resident  sample 

4  3 

Y  N 

How  to  conduct  an  environmental  quality  assessment 

4 

Y  N 

1  low  to  conduct  a  quality  of  care  assessment 

4 

\ 

How  to  use  MDS  R.VI  information 

Y  N 

Survey  Tasks 

Very 
Ade- 
quate 

Inade- 
quate 

Did  not 
training 

Would 
you  like 
more 
training? 

How  to  assess  the  appropriateness  of  physical  restraints 

5 

0 

Y  N 

How  to  assess  the  appropriateness  of  psychoactive  medications 

5 

3 

2  1 

0 

V  N 

How  to  determine  whether  a  resident  has  attained  his/her  highest  practicable 
well-being 

5 

3 

0 

Y  N 

How  to  conduct  one-on-one  interviews  with  facility  residents 

4 

3 

2  1 

0 

Y  \ 

How  to  conduct  resident  group  interviews 

4 

3 

0 

Y  N 

What  to  look  for  during  the  dietarv  services  and  dining  reviews 

4 

3 

2  1 

0 

Y  N 

How  to  use  the  interpretive  guidelines 

4 

3 

2  1 

0 

Y  N 

How  to  document  negative  findings  to  support  a  statement  of  deficiencies 

4 

3 

0 

Y  N 

How  to  make  judgements  about  scope  and  severity 

4 

3 

0 

Y  N 

What  to  cover  in  an  exit  conference 

4 

3 

o 

Y  N 

How  to  write  the  2567 

4 

3 

0 

Y  N 

How  to  use  the  laptop  survey  software 

4 

3 

0 

Y  N 

SURVEYOR  QUESTIONNAIRE  RESULTS 

1.  Before  you  began  conducting  nursing  home  surveys,  did  you  ever  work  in  a  nursing  facility  as  ; 


Average  Number  of  Y  ears 

Director  of  Nursing 

13 

>4 

Staff  Nurse  Charge  Nurse/Nurse  Consultant 

29 

>4 

Nursing  .Assistant-  Aide 

4 

-3 

Social  Work  Director  Staff 

4 

Activities  Director  Staff 

Dietician  Dietarv  Staff  Consultant 

4 

■8 

Pharmacist  Pharmacy  Consultant 

0 

0 

Therapist  -  Contract  Staff 

0 

0 

Administrator 

1 

5 

Other 

9 

4.5 

10  out  of  57  respondents  had  no  previous  experience  working  in  a  nursing  home 

2.  If  none  of  the  above  apply,  please  briefly  describe  your  professional  background. 

Responses  we  received  included 

Attorney,  long  term  care 

Nurse,  psychiatric  clinical  and  administration  Aged  and  disabled  assessments 
Consultant  for  senior  health  program,  public  health  nutritionist 
Critical  care  and  home  health  certified  Quality  .Assurance  Director 
Former  federal  employee  in  LTC  Central  Office 
Administrator  of  Nursing  Home  Sanctions  Program 
Clinical  nurse  and  health  educator 
Nurse,  medical  surgical,  family  practice/ambulatory  care 
3  .Are  vou  a  nurse9 


YES 

NO 

68% 

32% 

education  or  training  level  you  have  completed'' 

Training  Level 

Total  Number  of  Surveyors 

LPN  LVN 

RN.  2  \ear 

RN.  diploma 

RN.  MSN 

MSN 

PhD 

What  is  the  highest  degree  you  have  attained'1 


Highest  Degree 

Number  of  Surveyors 

High  School 

1 

Associates 

20 

Bachelors 

19 

Masters 

13 

Doctorate 

0 

MD 

0 

Other 

6 

6.  In  what  major  field  of  study  is  s  our  highest  degree'' 


Field  of  Study 

Number  of  Surv  eyors 

Business,  Accounting 

1 

Engineering 

Gerontology 

Health  Care  Administration 

3 

Law 

1 

Public  Health 

1 

Social  Work/Social  Sciences 

5 

Pharmacology 

0 

Food  and  Nutrition  Sciences 

4 

Nursing 

Other 

What  discipline  do  you  represent  on  the  survey  team0 


Position  on  Survey  Team 

Number  of  Surveyors 

Dietician  Nutritionist 

3 

Generalist 

1  1 

Pharmacist 

RN 

37 

Sanitarian  Environmental  Health 

Social  Worker 

4 

Other 

4 

8.  How  many  lotal  years  experience  do  you  have  in  clinical  practice0 

0  How  long  has  it  been  since  you  were  in  clinical  practice'' 

10.  How  many  years  experience  do  you  have  in  administration  management  of  nursing  homes'' 

1  1  How  long  has  it  been  since  you  were  in  administratioa'management  of  nursing 

homes'' 


Average  Y  ears 

Experience  in  Clinical  Practice 

14 

Absence  from  Clinical  Practice 

Experience  in  Administration  Management  of 
Nursing  Homes 

Absence  from  Administration-  Management  of 
Nursing  Homes 

12.  We  are  interested  in  the  training  you  have  received  since  being  hired  as  a  surveyor.  For  each  type/subject  area  of  training  below,  please 

indicate  the  mode  of  training  that  you  had  or  indicate  that  you  did  not  receive  training  in  that  component. 


TotaJ  Responses 

Self-study  from  a 

manual/written 

guidelines/video 

Formal  classroom 
training  or  field 
study  at  state 
agency 

From  HCFA 
Regional 
Office  staff 

From  HCFA 
Central 
Office  staff 

None  -  Did  not 
receive  training 
in  this 
component 

State  Agency 

Surveyor 

Training 

Orientation 

Program 

31 

43 

3 

4 

0 

SOM  #274 
Survey  Process 

37 

41 

1 

6 

SOM  #273 
Enforcement 

30 

34 

1 

6 

4 

Principles  of 
Documentation 

38 

32 

1 

7 

MDS/RAI 
Training 

28 

39 

0 

Laptop  Survey 
Software 

18 

30 

1 

1 

17 

13  Consider  all  of  the  formal  training  you  have  had  since  being  hired  as  a  surveyor  (including  the  Basic  Training  course).  How  adequate  do 

you  feel  that  training  was  in  terms  of  preparing  you  to  conduct  each  of  the  following  survey  tasks9  In  which  tasks  would  you  like  to 
receive  more  training'' 


Survey  Tasks 

Total  Surveyor  Responses 

No 

.Answer 

Very 
Ade- 
quate 

=0=4>=D=D 

Inade- 
quate 

Did  not 

have 

training 

Would  you  like 
more  training? 

5 

4 

3 

2 

1 

0 

N/A 

Y 

N 

Use  of  the  OSCAR  computer  reports  in  preparation  for  survey 

o 

17 

1  1 

13 

6 

8 

2 

9 

16 

32 

The  information  that  should  be  conveyed  at  entrance  conference 

1 

12 

15 

14 

1  1 

2 

2 

s 

22 

2- 

The  objectives  of  the  orientation  lour 

1 

20 

21 

10 

2 

1 

2 

9 

1  1 

37 

How  to  use  (and  improve)  observational  skills 

I 

9 

20 

13 

8 

3 

3 

9 

25 

23 

The  criteria  and  process  that  should  be  used  in  selecting  the  resident  sample 

0 

18 

15 

1  1 

8 

3 

2 

10 

[7 

30 

How  to  conduct  an  environmental  quality  assessment 

0 

10 

18 

18 

5 

2 

4 

9 

18 

30 

How  to  conduct  a  quality  of  care  assessment 

0 

15 

17 

12 

8 

4 

1 

9 

19 

29 

How  to  use  MDS/RA1  information 

1 

12 

17 

1 1 

8 

5 

9 

20 

28 

How  to  assess  the  appropriateness  of  physical  restraints 

0 

8 

14 

15 

14 

2 

4 

9 

28 

20 

How  to  assess  the  appropriateness  of  psychoactive  medications 

I 

13 

12 

15 

1  1 

3 

9 

28 

20 

How  to  determine  whether  a  resident  has  attained  his- her  highest  practicable 
well-being 

0 

^ 

15 

19 

9 

3 

4 

9 

24 

24 

How  to  conduct  one-on-one  interv  iews  with  facility  residents 

1 

12 

17 

17 

- 

1 

2 

9 

18 

30 

How  to  conduct  resident  group  interviews 

1 

14 

14 

13 

9 

2 

4 

10 

15 

32 

What  to  look  for  during  the  dietary  services  and  dining  reviews 

1 

8 

15 

17 

8 

2 

6 

10 

21 

How  to  use  the  interpretive  guidelines 

0 

13 

10 

18 

10 

1 

5 

10 

21 

How  to  document  negative  findings  to  support  a  statement  of  deficiencies 

0 

10 

14 

13 

11 

3 

6 

9 

29 

How  to  make  judgements  aboui  scope  and  seventy 

1 

1 1 

14 

9 

10 

10 

24 

What  to  cover  in  an  exit  conference 

1 

16 

12 

13 

1 

i  i 

18 

Hou  to  write  the  2567 

10 

15 

10 

24 

How  to  use  the  laptop  survey  software 

1 

8 

10 

14 

1? 

10 

31 

Id 

LaogTtm  Can  N«w  Sarvsyor  Kducatfan  Agenda 


Monday 
08/18/97 

Tuesday 

08/19/97 

Wednesday 

08720/97 

Thursday 

08/21/97 

Friday  1 
08/22/97 

a.-00  -g:15  AM 
Arrrv-  Can£  Km  A 

rOC  ■  8:15  AM 
Arrive- Qer£  Rm  A 

MS-tJOAM 
Arrive-  Oon£  Raj  A 

fcao- 

BUS  AM 

Coal  Ran  A 

•K».f05AM 

Arrfv*-Coa£RmA 

aas  -  r_io  am 

IP«l0MM 

&15-930AM 
Survey  Types:  Variations 
on  a  Theme 

140.1:45  AM 

WafeflmipJiW 
President 

fcl5-»3*  AM 
Questions  &  Answers 

835  -  9:45  AM 
Opening  Conference 
Leadership  Interview 

umiim  Cncfatk 

8J0-9-.00AM 
Program  Overview 
-Agenda 

MJUsnspcl 

930-10J5AM 
Stanaardi  Development 
-  Introduction  to 
CAULTC 

Dr.  Daxat  OTeary 
fc45-1040AM 

•30  -  9:30  AM 
Data  Entry  Exercise 

Linda  Schwartz 

Kcndrm  Sbcarer 

-Materials 
hvkieStml 

Long  l  erm  Can 
Standards 

9I30-10U0AM 

Simulation  I-data  entry 

9:46  -  lOtOO  AM 
BREAK 

9:00.9:15  AM 

Ksrta  Hoflber 

DabcWPayn* 

1030-1 0?45  AM 

Human  Resources 
Benefits 

10:15  - 10-30  AM 

JWW-10O5AM 

BREA1 

IOjOO  -  12:00  PM 
IQP  Interview, 

Courtaty  Gacabaa 

BREAK 

BREAK 

10il5 -12:15  AM 

10i45-L2rO«  NOON 
Simulation  I-  data  entry  <t 
feedback 

Medical  Director 
Interview,  IOP 
Presentation 

9  :15 -9  30  AM 

10x30  -  11J0  AM 

LTC  Standards 

Human  Resources 
Policies  and  Procedures 

Aggregation  and 
Decision  rules 

12.-00  -  1 KK)  PM 

Kcndra  Shearer 

Joyc*  Foulkacr 

Ptjgy  Gaddi* 

Debbie  Payne 

9  J«  - 10  JO  AM 

JCAHOOverview- 
History „Mns>on,  dt 
SiructkTe 

1130  • 12.-00  NOON 
C7mm  fjf  isscs 

12:15-  1:15  PM 
Eawdhawi 

1:00.  2:00  PM 
Integration  Demonstration 

12.-00-  1:00  PM 
Luncheon 

1030- 10:45  AM 

KamHoffliar 
12:00-  1:00  PM 

1*0.  2j45  PM 
Integration  of 

Simulation  I 

1:00  -3:00  PM 
Director  of  Nursing 
InttrvtevfRole  Play) 

1:15-230  PM 

BREAK 

Subacute  Care 

2:45-3:00  PM 

Infection  Control 

10:45- 11 30  Noo. 
/tote  of  r/w  Surveyor  £ 

1:00-230 PM 
Documentation  Skills 

Overview  and 
Comparison  and 

BREAK 

Kaodca  Shearer 

the  Logistics  af 
Surveying 

MJIIampal 

MJ  H*mpd 
2  JO  -2:45  PM 

Contrasting  of  LTC 
verms  Subacute  Can 
Surveys 

KmhSnnr 

3:00030  PM 
Integration  of 
Simulation  I 
(ooetinuad) 

3:00-335  PM 
BREAK 

3:15-4  JO  PM 

1130- 1230  PM 

BREAK 

230  .  2:45  PM 
BREAK 

3  JO.  4  JO  PM 

Printing  the  Report 
Demonstration 

Unit  Visits 
Agenda 

12  J0.  1:00  PM 
W  Badges 

2:45  J:U  PM 
Assignment  of  Laptop 

2:45-3:45  PM 
Subacute  Care 

Linda  Schwartz 

Kandr*  Shaartr 

1:00-2:00  PM 
Phone  Mail 

kUikLa 
2:00 -2:15  PM 

Can  it  Smndcn 

3  J5  -  4:45  PM 

"Survey  Technology 
Overview" 

Karen  Tend] 

(contmu«rf) 

3:45  -  4:45  PM 
Dementia  Special  Care 

Untzs 

4-J0-*:45  PM 
Questions  and  Answers 

Homework. 

Simulation  II  Data  Entry 

BREAK 

2:15-3:30  PM 

6:00  PM 

Dinner  with  X4J  Hampel 

Xenon.  Shonr 

1  1 

Expense  Reports 

P— WW 

Steve  Muczonc 

Long  Turn  Cm*  Naw  Strajfw  Education  Agenda 
Aiajaat  11-29, 1997 


Mocday 
|  08/25/97 

Tuesday 
08/26/97 

Wednesday 

08/27/97 

Thursday 

08/28/97 

| 

Friday 
08/29/97 

J  tt00.l:lf  AM 

H  Arrive-Coaf.  Rm.  A 

0:00. 1:15  AM 

Arrr»e  ConL  Rm.  A 

fcOO-fcI5AM 
Am»*»-Cac£  Raj.  £ 

IrfO-tdJAM 
AmW-Coa£  Rm.  £ 

•tOO -145  AM 

Arrtve-CaaL  Rm,  E 

|  R45~t:45AM 

1  Simulation  II 
Feedback 

|  MJHampai 

845  *30  AM 

Exit  Conference 
Preparation 

140  -  940  AM 
Environment  of  Cart 
-  Statement  of 
CondilionstYideo) 

George  Milk  tad 

•45.1045  AM 

Simulation  HI  - 
aatgration  &  printing 

•45.945  AM 
Review  cc:  Mail 

Mike  WoGarcl 

9:15-10.45  AM 

•(45-9:15  AM 
ununoui  cy  Lflft 
Social  Services 

1  Daikoc  Chriittaaica 

9:30 -10  JO  AM 
Wdeotape  of  Surveyor 

Exit  Conference 

SuaMcLananho 

940  -  IOtOO  AM 
Environment ofCare 
-Statement  of 
Conditions 

lOt  14-1040  AM 
BREAK 

1040-11 40  AM 
r\irn  Tmrtn  wri  triflw 

Resident  Foaued 
Standards  •  Surveyor 
Vtiaotapad 

U  9:15  •  10:15  AM 

1  Human  Resources 
0  CrtdUnaaling 

10x30  - 10:45  AM 
BREAK 

IthOO-  10:15  AM 
BREAK 

Uik«McG«rW 

10:45  -  UrOO  AM 

10:45  - 11:00  AM 
£rfr  Confer  * Jit** 

1UJ3  -  eVe\ee\9  FN 

1140- 1240  PM 

BREAK 

10:15-10  JO  AM 
BREAK 

Dariaaa  ChrinitaMa 

Environment  of  Cart 

C  l-mu  rltrj  it  n  # 

Feeding 

CCMail 

11:00. 1240  PM 
Chapter  Presentations 
(Group  11) 

Organttaaon  Focused 

1040 -12:00  NOON 

ActrvilMi 

Rehab 

11  rOO-HJO  AM 
Overvtawof  A« 
Survey  Process 

(Vwp  LfTTk  wnA 

Sue  McLMn^kln 

MDaMcGirti 

Standards  -  Surveyor 
Videotaped 

Pharmacy 

Michael  Alccnins 

1245  -1:1SPM 

1240 -140  PM 

12:00  ■  !2J0  PM 

Lmmckeem 

12 40-140  PM 

1130. 1240  PM 

Inwdbaaa 

Lmnchecm 

Rcwttt  Eric- 
Canf.ReemE 

1240-2r00PM 

145  AM -240  PM 
£C  7W  ofJCAHO 

140-3:00  PM 
Computer  Care  and 
Feeding 

1140.  140  PM 

Environ***!  of  Cart 
-Siamiardt 

George  Milk 
240  ■  2  Jii  PM 

CCMeil 
(eonttnuod) 

140-240  PM 
PrectptonHip  Preparation 

MJHamccl 

240-340 PM 

130 -3:00  PM 
-W  7mot  /mot* «w 

Cmp  Mills  aad 
Sue  MeLaiiflfalk 

BREAK 

MifcsUcGaal 

Dietary 
Record 'Review 
DvWm  GbrisauMo 

2:00.2:15  PM 
BREAK 

2:45 -3.45  PM 
Environment  of  Cart 
QScA 

GaorpMilk 

3K» -4tO0  PM 

(9rytr  Update 

Mary  Key  Bowie 

Legal  Issues  m  Surveying 

Uarold  Brackr 

3  JO  -  4i  00  P  M 
Evaluations  and  Adjourn 

3:C0-3OSPM 

2:15-445  PM 
Environment  of  Care 

3:45 -440  PM 
Integrate  £  Print  EC 

Homework: 

-  Transmit  Simulation  ZZ7 

BREAK 

345 -445PM 
JnugratxM  of  DON 
Inttrvuv(Extnat€) 

Dv\to$  Qjnnun*en 

-  CWw«w 

-  Standards 

Qmxp  MilU  and 
Su4  MtUuftfalin 

.rWiAf/(ExarcM4 
Darlsne  OnenMia 

-  Respond  to  ee:  Uatl 

GOOD  LUCK  ! 
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Preceptee  Evaluation 
Specific  Survey  Skills 


Preceptee: 
Preceptor 
Date:  


Objective: 

To  be  able  to  assess,  evaluate,  and  educate  an  organization  through  the  survey 
process  and  to  cJearty  report  the  findings  of  the  survey. 


Knowledge  of  the  Standards  Strong  Weak 


Understands  and  applies  the  interpretation  and  intent  of  the 
standards 

1     2    3    4  5 

Is  flexible  in  applying  the  standard  to  unique  and  various 
settings  encountered  during  the  survey 

1     2    3    4  5 

Comments: 

Report  Preparation 


Is  able  to  support  the  score  generated  by  the  Survey 
Technology  with  documentation  that  is  consistent  with 
corporate  protocols 

1     2    3    4  5 

Measurable  characteristics  are  appropriately  used 

1     2     3     4  5 

Comments: 
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Time  Management 


Uses  time  weU,  is  organized  and  able  to  work  within  the 
given  time  frames 

1     2    3    4  5 

Able  to  remain  focused  on  presurvey,  survey  and  post- 
survey  activities 

1      9      "\      A  *5 
I       £      w      ^  3 

Comments: 

Educafori/Consuttation 


Able  to  communicate  intent  of  the  standard  and  provide 
relevant  examples  to  staff 

1    2    3    4  5 

Able  to  provide  rationale  for  why  the  organization  does  not 
meet  the  standard  and  provide  education/consuttation  on 
how  the  organization  could  meet  the  standard 

1     2    3    4  5 

Able  to  provide  specific  and  relevant  suggestions  to  improve 
performance  by  using  previous  experience,  sample  material 
or  reference  material 

1     2    3    4  5 

Comments: 

Knowledge  of  Special  Policies  and  Procedures 


Public  Information  Interview 

1     2    3    4  5 

Immediate  threat  to  life 

1     2     3    4  5 

Falsification 

1     2     3     4  5 

Accreditation  decisions  and  outcomes 

1     2     3     4  5 

Standards  interpretation  conflicts 

1     2     3     4  5 

Comments: 

Conference  Skills 

Clear,  concise  delivery 

1     2     3    4  5 

Complete,  appropriate  and  relevant  comments 

1     2    3    4  5 

Ability  to  connect  with  the  audience 

1     2    3    4  5 

Customizes  conference  to  the  needs  of  the  organization 

1     2     3    4  5 

Comments: 

Data  Gathering 

Is  able  to  evaluate  and  abstract  information  from 
documents,  records,  meeting  minutes,  contracts,  etc. 

1     2     3    4  5 

Is  able  to  interview  in  a  manner  to  obtain  Information 
regarding  the  standards  by  use  of  open-ended  questions, 
by  adapting  questioning  to  the  level  of  the  person  being 
interviewed,  by  following  up  and  probing  deeper  into  a  topic 
by  honing  in  on  the  information  needed  to  evaluate 

1     2    3    4  5 

Is  able  to  obtain  Information  by  observations/experiences 
during  tours,  interviews  and  conferences 

1     2     3    4  5 

Comments: 

Personal  Skills/Attributes 

Is  open  and  receptive  to  the  organization 

1     2     3    4  5 

Is  able  to  put  people  at  ease 

1     2     3     4  5 

Is  a  good  listener 

1     2     3     4  5 

Acknowledges  speaker  while  listening 

1     2     3     4  5 

Ability  and  willingness  to  be  flexible  in  accepting  new  ways 
of  meeting  the  intent  of  the  standard  and  to  adjust  the 
schedule  to  meet  the  needs  of  the  facility 

1     2     3     4  5 
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woncs  as  a  ream  p layer  in  a  respectrui,  courteous  manner 
with  surveyor  colleagues 

1     2     3     4  5 

Is  positive,  constructive  and  respectful  in  comments  and 
actions  during  the  survey 

1     2     3     4  5 

Wears  professional  attire  and  is  well-groomed 

1     2     3     4  5 

Able  to  assess  their  own  teaming  needs  and  communicate 
them  to  the  preceptor 

1     2     3     4  .5 

Is  serf-directed  and  motivated  to  seek  learning  experiences 
on  their  own  initiative 

1     2     3     4  5 

Comments: 

Appendix  B4 
COMPETENCY  DESCRIPTIONS 

Survey  Specific  Knowledge 

The  knowledge  of  standards  is  demonstrated  by  explanations  and/or  descriptions  of  the  intent  of  the  standards,  sources 
of  evidence  of  performance,  weight  in  contributing  to  an  accreditation  decision,  and  scoring  in  conformity  with  scoring 
guidelines. 

Knowledge  of  survey  processes,  policies  and  initiatives  is  demonstrated  by  explanations  and/or  descriptions  of  the  pre- 
suivey  processes,  on-site  processes,  and  general  accreditation  processes,  policies,  and  initiatives. 

The  use  of  personal  computer  hardware,  software  and  survey  process  technology  applications  is  demonstrated  through 
the  use  of  survey  process  technology  system,  including  recording  and  documenting  survey  findings,  scoring  and 
aggregating  survey  findings,  integrating  survey  findings,  and  transmitting  survey  findings  and  recommendations  to  the 
Central  Office. 

improvement  Knowledge 

The  understanding  of  performance  improvement  theory,  principles  and  best  practices  is  demonstrated  by  explanations 
and/or  descriptions  of  a  framework  for  improving  performance,  dimensions  of  performance,  and  improvement  principles 
and  practices  generally  applied  in  organizations  surveyed. 

Knowledge  of  measurement  theory,  principles  and  best  practice  is  demonstrated  by  explanations  and/or  descnptions 
of  types,  variations,  measurement  tools,  and  measurement  processes,  including  data  sources  and  sampling. 

Critical  Thinking  Skills 

Making  use  of  critical  thinking  skills  is  demonstrated  by  the  use  of  evaluation,  synthesis,  analysis,  application,  and 
comprehension  in  activities  such  as  researching,  gathering  and  interpreting  a  targe  volume  of  material  from  multiple 
sources,  assessing  the  degree  of  compliance  with  standards,  showing  flexibility  in  differentiating  and  assessing  the 
adequacy  of  varied  and  innovative  approaches  to  meeting  the  intent  of  standards,  balancing  flexibility  and  conformance 
to  guidelines,  providing  relevant  education  and  consultation,  identifying  organization -wide  trends  in  survey  findings,  and 
providing  pertinent  recommendations. 

Interpersonal  Skills 

Making  effective  use  of  interpersonal  skills  is  demonstrated  by  fostering  interactions  with  others  that  are  helpful  and 
courteous,  sensitive  to  the  needs  of  internal  and  external  customers,  open  to  inquiry  and  exchange,  responsive  to  verbal 
and  non-verbal  communication  cues,  and  providing  an  objective,  balanced,  and  rigorous  evaluation  which  is  presented 
diplomatically. 

Problem-solving  skills  are  demonstrated  by  recognizing  and  resolving  issues  diplomatically,  objectively,  and  openly. 
Communication  Skills 

Written  communication  skills  are  demonstrated  by  written  materials  that  are  grammatically  correct,  accurate,  clear, 
concise,  complete,  understandable  by  others,  and  appropnate  to  the  needs  of  the  customers. 

Making  effective  use  of  presentation  skills  is  demonstrated  by  presentations  that  are  confident,  accurate,  clear,  concise, 
complete,  well  organized,  understandable  by  others,  and  responsive  to  the  needs  of  customers. 

Organization  Skills 

Making  effective  use  of  organization  skills  is  demonstrated  by  systematic  and  independent  planning  and  coordination 
of  activities,  including  organizing  survey  activities  into  a  smooth  flow,  apportioning  survey  time,  displaying  flexibility  as 
circumstances  require,  and  timely  reporting  of  survey  findings  and/or  other  required  information. 
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Surveyor  Performance  Assessment 

Joint  Commission 

mmQm.**.  iHiin  i  iO 

Mi  Dm 

PmopCmbb 

Process  for  Completing  Surveyor  Perfonnance  testament 

■  The  Somyor  Penontaoce  A « if — t  is  (aenpiead  w  anig  ■  cfa>  —awl  of  a  aweWi  performance  agakst  the  axapettflog  of  Be  poyoon.  Each 
surveyor  b  assessed  m  the  bass  tf  performance  aid  OMMiibitiMB  ■  dM  poskitA  u^hms  for  tie  period  covered  is  tie  Sorvsyor  Perfonaaoct  Assessment 

■  Sonreyor  o  jtrtfi  the  opporoarry  to  ujtwnrt  a  seif  assessmeflL 

■  Supervisor  completes  Surveyor  Performance  Assesswc,  using  somyers  seif  assessment,  if  avaslabfc. 

■  Supervisor  obtains  acsexua/cBOcarmKi  of  Tearo  Leader  pner  to  appraaaJ  discussion 

■  Supervisor  diseases  Stpnypr  Performance  Aneaeea  with  unqot,  aad  forwards  final  copy  to  swvtyor  for  ripgnw  aid  nunwitt. 


Performance  Assessment 

Dtfmhaon 

EE 

Exceeds  Expectations:  Performance  wiformry  exceeds  expKnbons.  This  employ*  provides  a  model  for 
ether  staff  employees.  The  employee's  demoastraad  performance  is  at  a  Wvef  «U  beyond  dot  expected  of  the 
majority  of  experienced  employees  m  this  role.  Faiaiorc  is  a  resource  for  others.  Icqarres  little  or  no  oversight  or 
neenrisin. 

FM 

FuMy  Meets:  Perismaja  Beets  and  somerjmes  exceeds  the  tagii  tirpt  level  for  joist  Commission  surveyors. 
Tha  enc4eyn  reqoera  aormai  amooot  if  evennta  and  lupervuioa.  A  deSar*  asset  to  the  Joint  Comoaiiiofl- 

Nl 

Neetds  ImpravegnenL  Perform***  is  wvjpaBy  accepohie  aad  is  io  scad  of  improvement.  This  employee  is 
not  wrong  the  txpeaaooas  of  tots  nk.  Keqwru  nore  than  the  rypioi  ajrwufi  of  oversitfrt  and  cfose  ujpefYis»n_ 
An  imme-fiate  anion  plan  s  required. 

Pa|elof4 
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Competencies 


Supervisor  Evaluation 
(and  comments) 


EE 

FM 

Nl 

Survey-Specific  Knowledge 

join  Commmm  Standards 
jo«t  Comratunn  Survey  Processes. 
Policies  &  InitiatiYts 
Computer  Skills 


2  3 


ED 

Improvement  Knowledge 


Perfornaoce  Inprovenent  Theory, 
Principles  and  Best  Prccna 
Measurement  Theory,  Principles  aid 
Best  Practice 


I       2  3 


Critical  Thinking  Skills 

Use  of  evaluation,  synthesis  and 
analysis  m  sumy  aamtiis. 


I       2  3 


Interpersonal  Skills 

InterviewiQg 
Teamwork 
Problem  Solving 


I        2  3 


Pap  2  of  4 
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Surveyor  Performance  Assessment 


Joint  Commission 


MMf  (Wat  int.  Mrfdto  taW) 


Competencies 

Supervisor  Evaluation 

(and  comments) 

EE  |  FM 

Nl 

5 

Communication  Skills 

•  Oral  Presentation 

•  Written  Cewmooiaooa 

1       2  3 

jJ 

Organization  Skills 

•  Manning  and  Coordination 

•  Trm  Management 

•  Priority  Setting 

I        2  3 

Overall  Rating 

Using  Supervisor  Evaluation  section,  add  scores  that  correspond  with  the  I 
box  marked  for  each  Competency  to  determine  overall  rating. 

EE 

•        EE  =  Exceeds  Expectations  (Range  6  -  7) 

FM 

FM  =  Fully  Meets  (Range  8  -14) 

Nl 

Nl  =  Needs  Improvement  (Range  IS  - 18) 

Pare  3  of  4 


I 

! 
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Performance  Analysis 


Strengths 


Atms  for  improvement  (must  be  completed  for  all  areas  of  HI) 


Supervisor's  Comments  (optional) 

SuramsortSjCNATUK 

Date 

Sewkz  Team  LiADHf  $  SuauTuu 

Dare 

Employee  Comments  (optional) 

1  lave  reviewed  this  completed  periornanu  lixmnem.  fly  spoon?  dees  act  vnp 
may  attach  any  written  commeim  of  my  own  rejvdmj  my  job  pertonnana  wind)  i 

y  thai  i  ifrtt  wrtfc  tfc  lueawts  amumi  m  a*y  «r  ail  pam.  1  uneenUDd  that  1 
nil  becofM  a  pan  «<  das  pwfcnnaoce  aoeyneflt  aad  fry  ptrsotaei  file. 

EMPLOYEE'S  SJ6MATUU 

DAT! 

Pap4of4 
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Appendix  CI:  JCAHO  Observation  Worksheet  1  &  2-  LTC 
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Appendix  Dl:  JCAHO  Survey  Protocol 
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CODING  KEY 

JCAHO  Decision: 

AC  =  Accreditation  with  Commendation 

A  =  Accreditation  (without  Type  1  Recommendations) 

Tl  =  Accreditation  with  Type  1  Reccomendations 

C  =  Conditional  Accreditation 

P  =  Provisional  Accreditation 

N  =  Not  Accredited 

Documentation:  (circle  as  many  as  apply) 

MR  =  Medical  record  review 

DR  =  other  document  review  (e.g.,  policies  and  procedures,  personnel  records,  resident 
council  minutes,  incident  reports,  etc.) 
OB  =  observation 
SI  =  staff  interview 
RJ  =  resident  interview 

GI  =  group  interview  (e.g.,  resident  council,  etc.) 
FI  =  family  member  interview 

SA  =  Subacute 

D  =  Dementia  Special  Care 

Reg.  Gps.  =  Substandard  Quality  of  Care  Regulatory  Groupings 
SQC  =  Substandard  Quality  of  Care 
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Appendix  El 
Appendix  E2 
Appendix  E3 
Appendix  E4 


Quality  Indicator  Definitions:  Admission  Sample 
Quality  Indicator  Profiles 
Individual  Resident  Report 
Facility  Summary  Report 


APPENDIX  (El  ):     Quality  Indicator  Definitions:  Admission  Sample. 


Quality  Indicator 

Restraint  Use 

1 .  New  Restraint  Since 
Admission 

Bathing,  Dressing,  and 
Grooming 

1  Dressing  Decline  Since 
Admission 

2  Severe  Dressing  Decline 
Since  Admission 

Transfer  and  Locomotion 

1.  Locomotion  Decline  Since 
Admission 

2.  Severe  Locomotion  Decline 
Since  Admission 

Toileting 

1.  Toileting  Decline  Since 
Admission 

2.  Severe  Toileting  Decline 
Since  Admission 

Eating 

1    Eating  Decline  Since 
Admission 

2.  Severe  Eating  Decline 
Since  Admission 


Definition 


Not  admitted  with  order  for 
restraint  and  resident  restrained 
within  90  days  of  admission 


Residents  who  have  declined  one 
or  more  levels  in  dressing  in  90 
days. 

Residents  who  have  declined  two 
or  more  levels  in  dressing  in  90 
days. 

Residents  who  have  declined  one 
or  more  levels  in  locomotion  in  90 
days. 

Residents  who  have  declined  two 
or  more  levels  in  locomotion  in  90 
days. 


Residents  who  have  declined  one 
or  more  levels  in  toileting  in  90 

days. 

Residents  who  have  declined  two 
or  more  levels  in  toileting  in  90 
days 


Residents  who  have  declined  two 
or  more  levels  in  eating  in  90  days 

Residents  who  have  declined  two 
or  more  levels  in  eating  in  90  days. 


Exemptions 


Total  dependence  on  admission 
Terminal  illness 

Total  dependence  or  extensive 
assistance  on  admission 
Terminal  illness 


Total  dependence  on  admission 
Terminal  illness 

Total  dependence  or  extensive 
assistance  on  admission 
Terminal  illness 


Total  dependence  on  admission 
Terminal  illness 

Total  dependence  or  extensive 
assistance  in  toileting 
Terminal  illness 


Total  dependence  or  extensive 
assistance  on  admission 
Terminal  illness 

Total  dependence  or  extensive 
assistance  on  admission 
Terminal  illness 


Quality  Indicator 
Emergent  Care 

1.  Hospitalization  90 


2    Hospitalization  30 


Antipsychotics 

1 .  New  Psychotropic  on 
Admission 


Data  Validity 

1  Residents  Missing  One  or 
More  MDS/Chart  Items 

2  Residents  Missing  >  15%  of 
MDS/Chart  Items 

Mortality 

1 .  Deaths  (Single  Event) 


Definition 


Residents  who  were  discharged  to 
the  hospital. 

Residents  discharged  within  90 
days  of  admission. 

Residents  who  were  discharged  to 
the  hospital 

Residents  discharged  within  30 
days  of  admission. 


Not  admitted  on  psychotropic  drug 
and  resident  placed  on  drug  with 
90  days  of  admission. 


Admission  form  has  at  least  one 
missing  data  item. 

Admission  form  has  1 5%  or  more 
missing  MDS/Chart  item. 


Residents  who  die. 

Residents  not  receiving  terminal 

care  or  hospice  care 


Exemptions 


Rehabilitation 


Lack  of  Community 
Discharge 


2  Lack  of  Dressing 
Rehabilitation 

3  Lack  of  Locomotion 
Rehabilitation 

4  Lack  of  Toileting 
Rehabilitation 

5  Lack  of  Eating 
Rehabilitation 


Residents  who  have  not  been 
discharged  to  community,  at  least 
90  days  since  admission,  and 
receiving  PT/OT 

Resident  receiving  PT/OT  and 
have  not  improved  in  dressing 

Resident  receiving  PT/OT  and 
have  not  improved  in  locomotion. 

Resident  receiving  PT/OT  and 
have  not  improved  in  toileting. 

Resident  receiving  PT/OT  and 
have  not  improved  in  eating 


Terminal  illness 

Admitted  from  other  nursing  home 
or  residing  in  other  nursing  home 
before  hospitalization 

Total  independence  in  dressing 
Terminal  illness 

Total  independence  in  locomotion 
Terminal  illness 

Total  independence  in  toileting 
Terminal  illness 

Total  independence  in  eating 
Terminal  illness 


Quality  Indicator 

6    Not  Receiving  PT/OT 


Behavior  Problem 

1.  Decline  in  Wandering 

2.  Decline  in  Physical  Abuse 


Definition 

Residents  who  are  not  receiving 
PT  or  OT 

Diagnosis  of  stroke,  hip  fracture, 
other  fracture,  head  injury, 
amputation,  hip  repair/ 
replacement. 


Residents  with  increased 
wandering. 

Residents  with  increased  physical 
abuse. 


Exemptions 

Terminal  illness 
Comatose 


APPENDIX  (  El):     Quality  Indicator  Definitions:  Long-Stay  Random  Sample. 


Quality  Indicator 
Restraint  Use 

1    Physical  Restraint 


3.  No  Re-evaluation  of 
Restraint 


5.  Locomotion  Decline  with 
Restraint  (Single  Event) 


Bathing,  Dressing,  and 
Grooming 

1    Dressing  Decline 

2.  Severe  Dressing  Decline 

3    Resident  Not  Dressed 


Definition 


The  resident  has  an  order  for  or  is 
observed  in  a  physical  restraint 
device. 


Re-evaluation  of  need  for  restraints 
is  not  conducted  at  least  quarterly 
The  resident  has  an  order  or  is 
observed  in  a  physical  restraint 
device. 


Residents  who  have  declined  in 
locomotion  in  90  days  and  are 
restrained. 

The  resident  has  an  order  for  or  is 
observed  in  a  physical  restraint 
device. 


Residents  who  have  declined  one 
or  more  levels  in  dressing  in  90 
days 

Residents  who  have  declined  two 
or  more  levels  in  dressing  in  90 
days 

Residents  who  are  not  dressed 


Exemptions 


Emergency  care  used  on  a 
temporary  basis 

Not  included  in  the  base  sample 
Not  included  in  the  base  sample 


Not  included  in  the  base  samole 


Not  included  in  the  base  sample 


Not  included  in  the  base  sample 


Terminal  illness 

Total  dependence 

Acute  event  -  stroke,  hip  fractu 

Not  included  in  the  base  sample 

Terminal  illness 

Total  dependence 

Acute  event  -  stroke,  hip  fracture 

Not  included  in  the  base  sample 

Resident  refuses 
Terminal  illness 

Not  included  in  the  base  sample 


2.  Highly  Restrictive  Restraint    The  resident  is  observed  in 
Use  relatively  highly  restrictive 

restraint 

The  resident  has  an  order  or  is 
observed  in  a  physical  restraint 
device. 


4.  Vest  Restraint  Applied 
Backward  (Single  Event) 


Vest  restraint  not  applied  in 
accordance  with  manufacturer's 
instructions. 


APPENDIX  (El  ):  Quality  Indicator  Definitions:  Long-Stay  Random  Sample. 
(Cont'd) 


Quality  Indicator 

4   Resident  Unclean/ 
Ungroomed 

Transfer  and  Locomotion 

1.  Locomotion  Decline 


2.  Severe  Locomotion  Decline 


Toileting 

1.  Toileting  Decline 


2.  Severe  Toileting  Decline 


Eating 

1 .  Eating  Decline 


2    Severe  Eating  Decline 


Definition 

Residents  who  are  unclean/ 
ungroomed 


Residents  who  have  declined  one 
or  more  levels  in  locomotion  in  90 
days. 


Residents  who  have  declined  two 
or  more  levels  in  locomotion  in  90 

days. 


Residents  who  have  declined  one 
or  more  levels  in  toileting  in  90 
days 


Residents  who  have  declined  two 
or  more  levels  in  toileting  in  90 

days. 


Residents  who  have  declined  two 
or  more  levels  in  eating  in  90  days 


Residents  who  have  declined  two 
or  more  levels  in  eating  in  90  days. 


Exemptions 

Resident  refuses 

Not  included  in  the  base  sample 


Total  dependence  in  locomotion 
Resident  refuses 
Terminal  illness 

Acute  event  -  stroke,  hip  fracture 
Not  included  in  the  base  sample 

Total  dependence  or  extensive 
assistance  in  locomotion 
Patient  refuses 
Terminal  illness 

Acute  event  -  stroke,  hip  fracture 
Not  included  in  the  base  sample 


Total  dependence  in  toileting 
Patient  refuses 
Terminal  illness 

Acute  event  -  stroke,  hip  fracture 
Not  included  in  the  base  sample 

Total  dependence  in  toileting 
Patient  refuses 
Terminal  illness 

Acute  event  -  stroke,  hip  fracture 
Not  included  in  the  base  sample 


Total  dependence  in  eating 
Resident  refuses 
Terminal  illness 

Acute  event  -  stroke,  hip  fracture 
Not  included  in  the  base  sample 

Total  dependence  in  eating 
Resident  refuses 
Terminal  illness 

Acute  event  -  stroke,  hip  fracture 
Not  included  in  the  base  sample 


APPENDIX  (El  ):  Quality  Indicator  Definitions:  Long-Stay  Random  Sample. 
(Cont'd) 


Quality  Indicator 


Definition 


Exemptions 


3    Eating  Decline  with  Weight 
Loss 


Data  Validity 

1    Residents  Missing  One  or 
More  MDS/Chart  Items 

2.  Residents  Missing  1 5%  of 
MDS/Chart  Items 

Falls 

1    Falls  with  Fracture 
(Single  Event) 


Infection  Control 

1  Respiratory 

2.  Skin  Infection 

3.  Urinary  Tract  Infection 

Behavior  Problems 

1  Decline  in  Wandering 

2  Decline  in  Physical  Abuse 


Residents  who  have  declined  in 
ability  to  feed  themselves  in  90 
days  and  had  a  weight  loss  of  5% 
in  90  days. 


Long-stay  form  has  at  least  one 
missing  data  item. 

Long-stay  form  has  1 5%  or  more 
missing  MDS/chart  items. 


Resident  has  had  a  fall  in  the  last 
90  days  which  resulted  in  a 
fracture. 


Resident  has  been  treated  with 
antibiotic/anti-infective  for 
respiratory  infections  in  the  past  90 
days. 

Resident  has  been  treated  with 
antibiotics/anti-infective  for  skin 
infections  in  the  past  90  days 


Total  dependence  in  eating 
Not  included  in  the  base  sample 


Not  included  in  the  base  sample 


Not  included  in  the  base  sample 


Immunosuppression 

Not  included  in  the  base  sample 


Resident  has  been  treated  with  Immunosuppression 
antibiotics/anti-infective  for  urinary    Not  included  in  the  base  sample 
tract  infections  in  the  past  90  days 


Resident  with  increased 
wandering. 


Residents  with  increased  physically 
abusive  behavioral  symptoms 


Pain 


1    L'ntreated  Pain  ( Single 
Event) 


Evidence  of  pain  with  no  pain- 
relief  intervention(s) 


APPENDIX  (EI  ):  Quality  Indicator  Definitions:  Long-Stay  Random  Sample. 
(Cont'd) 


Quality  Indicator 

2.  Unrecognized  Pain 
(Single  Event) 

Contracture 

1 .  Presence  of  Contracture 


Definition  Exemptions 

Observed  pain  which  is  not 
reported  by  staff  or  documented  in 
records 


Resident  observed  with  one  or 
more  contractures 


2.  Unprotected  Contracture 
(Single  Event) 


Resident  observed  with  presence 
of  unprotected  contracture. 


APPENDIX  (El  ):     Quality  Indicator  Definitions:  Long-Stay  Tracer  Groups. 


Quality  Indicator 
Pressure  Sore 

1 .  Presence  of  Pressure  Sore 


4.  Stage  3  or  4  Ulcer 
(Single  Event) 


5.  Two-Stage  Decline 

Incontinence 

1    Continence  Decline 

2.  Skin  Decline 


Definition 

Resident  has  one  or  more  pressure 
sores. 


Resident  has  a  Stage  3  or  4 
pressure  sore: 

Stage  1=A  persistent  area  of  skin 
redness  (without  a  break  in  the 
skin)  that  does  not  disappear  when 
pressure  is  relieved. 
Stage  2=A  partial  thickness  loss  of 
skin  layers  that  presents  clinically 
as  an  abrasion,  blister,  or  shallow 
crater. 

Stage  3=A  full  thickness  loss  of 
skin,  exposing  the  subcutaneous 
tissues-presents  as  a  deep  crater 
with  or  without  undermining 
adjacent  tissue. 

Stage  4=A  full  thickness  loss  of 
skin  and  subcutaneous  tissue  is 
lost,  exposing  muscle  and/or  bone 

Resident  whose  ulcer  declined  by 
two  or  more  stages  in  90  days 

Decline  in  bladder  continence  in  90 
days  and  incontinent  weekly  or 
more  often 

The  resident  shows  changes  in 
perineal  skin  condition  ranging 
from  slight  redness  to  rawness  and 
excoriation  (excluding  pressure 
sores)  and  is  incontinent  or 
catheterized. 


Exemptions 

Terminal  illness 
Resident  refuses  treatment 
Resident  not  at  risk  of  developing 
pressure  sores 

Resident  not  at  risk  of  developing 
pressure  sores 


Resident  refuses  treatment 
Terminal  illness 

Resident  not  at  risk  of  developing 
pressure  sores 


Terminal  illness 

Not  included  in  the  base  sample 
Not  included  in  the  base  sample 


2    No  Pressure  Relief  Bedding    Special  pressure  relief  materials  are 

not  in  use  for  the  resident. 

3.  No  Regular  Skin  Weekly  skin  assessment  is  not 

Assessment  conducted  for  the  resident  with 

one  or  more  current  pressure 
sores. 


APPENDIX  (El  ):  Quality  Indicator  Definitions:  Long-Stay  Tracer  Groups. 
(Cont'd) 


Quality  Indicator 

3.  Unjustified  Use  of  a 
Catheter  (Single  Event) 


4.  No  Timed  or  Prompted 
Voiding/Schedule 


Nutrition/Weight  Loss 

1.  Unplanned  Significant 
Weight  Loss 

2.  Syringe  Feeding 

3.  No  Supplements 

4.  Extended  Nasogastric 
Feeding  (Single  Event) 

5.  Tube  Fed  and  Losing 
Weight  (Single  Event) 

Benzodiazepines 

1  Long-acting 

Benzodiazepine  (Single 
Event) 

2.  No  Dose  Reduction  of 
Benzodiazepine 


Definition 

Resident  is  catheterized  for  a 
reason  not  justified  for  use  of 
catheter:  overflow  incontinence, 
terminal  illness,  unable  to  correct 
obstruction  surgically,  Stage  III  or 
IV  sacral  pressure  sore. 

Resident  does  not  receive 
scheduled  or  prompted  voiding  to 
aid  in  keeping  him/her  dry. 


Exemptions 

Terminal  illness 

Not  included  in  the  base  sampl 


Terminal  illness 
Coma 

Uncooperative 
Continent,  catheterized,  or 
ureterostomy 

Not  included  in  the  base  sample 


Unplanned  weight  loss  in  excess  of 
interpretive  guideline  limits. 

Use  of  syringe  to  deliver  liquid 
nourishment  orally. 

Resident  is  not  receiving 
nutritional  supplements  and  is 
underweight. 

Resident  is  fed  nasogastrically  with 
a  tube  used  to  deliver  food  or 
nutritional  substances  directly  into 
the  gastrointestinal  system  for 
more  than  90  days. 

Resident  is  losing  weight  at  a  rate 
in  excess  of  interpretive  guidelines 
and  is  being  fed  by  tube 
(nasogastric  or  gastrostomy) 


Terminal  illness 

Resident  refuses  to  eat 

Not  included  in  the  base  sample 

Terminal  illness 

Resident  refuses  spoon  feeding 

Not  included  in  the  base  sample 

Terminal  illness 
Resident  refuses  to  eat 

Terminal  illness 

Not  included  in  the  base  sampl 


Terminal  illness 
Not  included  in  the  base  sampl 
Not  underweight 


Resident  has  been  prescribed  and  is 
receiving  benzodiazepines. 

Resident  is  receiving 
benzodiazepines  and  no  attempts 
have  been  made  to  reduce  or 
discontinue  the  benzodiazepines  in 
the  last  three  months 


APPENDIX  (El  ):  Quality  Indicator  Definitions:  Long-Stay  Tracer  Groups. 
(Cont'd) 


Quality  Indicator  Definition  Exemptions 

3.  Excess  Dose  of  Resident  is  receiving 

Benzodiazepine  benzodiazepines  and  the  drug  is 

administered  at  a  dose  in  excess  of 
recommendation  in  interpretive 
guidelines. 

Sedative/Hypnotics 

1 .  Use  of  Inappropriate 
Sedative/Hypnotic  (Single 
Event) 


2   No  Dose  Reduction  of  Resident  is  receiving 

Sedative/Hypnotic  sedatives/hypnotics  and  no  dose 

reduction  or  discontinuation  has 
been  attempted  in  three  months 


The  resident  is  receiving 
inappropriate  sedative/hypnotic 
drugs  as  listed  below: 
Amobarbital  (Amytal) 
Butabarbital  (Butisol,  others) 
Pentobarbital  (Nembutal) 
Secobarbital  (Seconal) 
Phenobarbital  (many  brands) 
Amobarbital-Secobarbital  (Tuinal) 
Barbiturates  with  other  drugs  (e.g., 
Florinal) 

Glutethimide  (Doriden) 
Methprylon  (Noludar) 
Ethchlovynol  (Placidyl) 
Meprobamate  (Equinal,  Miltown) 
Paraldehyde  (many  brands) 


APPENDIX  (El  ):  Quality  Indicator  Definitions:  Long-Stay  Tracer  Groups. 
(Cont'd) 


Quality  Indicator 

Antipsychotics 

1 .  No  Supporting  Diagnosis 
for  Antipsychotic  (Single 
Event) 


2.  No  Dose  Reductions  of 
Antipsychotic 


3    Excess  Dose  of 
Antipsychotic 


Definition 


Resident  is  receiving  antipsychotic 
drugs  without  one  or  more 
appropriate  diagnoses  such  as: 
Schizophrenia 
Schizo-affective  disorder 
Delusional  disorder 
Psychotic  mood  disorders 
(including  mania  and  depression) 
Acute  psychotic  episodes 
Brief  reactive  psychosis 
Schizophreniform  disorder 
Atypical  psychosis 
Tourette's  disorder 
Huntington's  disease 
Organic  mental  syndromes 
(dementia/delirium)  with 
associated  psychotic  and/or 
agitated  behaviors 
Other  (see  interpretive  guidelines 
for  additional  behaviors) 

Resident  is  receiving  antipsychotics 
and  no  dose  reduction  or 
discontinuation  has  been  attempted 
in  three  months. 

Resident  is  receiving  antipsychotics 
in  excess  dose  of  interpretive 
guideline. 


Exemptions 


APPENDIX  El:  Quality  Indicator  Definitions:  Long-Stay  Random  Sample 
Observations. 


Quality  Indicator 
Facility  Observations 

1    Facility  Odor 

2.  Structural  Activities 

3  Safety/Supervision 
4.  Personal  Environment 


Definition  Exemptions 

Objectionable  order  in  facility. 

Availability  of  appropriate 
structural  activities. 

Inadequate  safety  measures 

Indicators  of  personal  environment. 


Appendix  E2 


QUALITY  NXATOR  PRORLE  Atfmaan  Sampfe 
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APPENDIX  (E3  ) 


INDIVIDUAL  RESIDENT  REPORT 

Resident  ID  Unit  Surveyor 

Name    John  Smith  Room 


Not 

Justified       Justified  Comments 


QUIP 

Risk  factor(s) 

New  Psychotropic  on  Admission 
None 

QUD? 

Risk  factor(s) 

Lack  of  Community  Discharge 

ADL  -  locomotion,  ADL  -  dressing,  ADL  - 
toileting,  ADL  -  eating 

QUIP 

Risk  factor(s) 

Lack  of  Dresssing  Rehabilitation 
None 

QUD? 

Risk  factor(s) 

Lack  of  Locomotion  Rehabilitation 
None 

QUD? 

Risk  factor(s) 

Lack  of  Eating  Rehabilitation 
None 

APPENDIX  (E4  ) 


Facility  Summary  Report 
ID  #  State 


Not 

QUIP  Justified   Justified      Score  Comments 


AR  348_1:  New 

Pcv/pnAtrnnir1  on 

r  iyLiiuu  upic  ull 

Admission 

5 

1 

ARMRTT    1  Deaths 

4 

AZDATA  2  Residents 

1 1 1 1  ool  1  *^     I  -J  /o  Ui 

MDS/Chart  items 

3 

0 

0 

LR3 11     1  Dressinp 
Decline 

o 

o 

I  R3  1  1      ?•  Severe 

JL^IV  J  1  I        Z.  .  JCVC1C 

Dressing  Decline 

l 
i 

A 
\J 

o 

1  R  3  1         1     1  nmmntmn 

Decline 

4 

o 

o 

LR312    2:  Severe 
Locomotion  Decline 

o 

o 

LR313  2:  Severe 

Toileting  Decline 

1 

0 

0 

LR3  14  1  Eating 

Decline 

1 

1 

LR314_2  Severe 
Eating  Decline 

1 

0 

0 

LRBEHYJ    Decline  in 
Wandering 

1 

o 

o 

LRBEHV  2   Decline  in 
Physical  Abuse 

1 

0 

0 

LT331_4.  No 
Supplements 

4 

1 

1 

Appendix  F 


Appendix  Fl:  JCAHO  Flow  Charts 

Appendix  F2:  State  Materials 


Not  Accredited 


Preliminary  decision  report  to  org 


Org  accepts  preliminary 
NA  decision 


Org  does  not  accept 
preliminary  NA  decision 


Recommendation  tor  NA 
decision  goes  to  AC 


Org  can  appeal 

NA  decision 
See  NA  appeal 
process  at  ▼ 


Preliminary  NA 
decision 
overturned 
by  validation 


New 

decision 
goes  to  AC 


Org  is 
conditionally 
accred 
See  conditional 
process  at  ■ 


Org  is  accred 
with  type  I  s 

See  FOC/WPR 
process  at  * 
and/or  PFI 
process  at » 


Org  is 
conditionally 
accred 
See  conditional 
process  at  • 


Org  requests  validation  by 

1 .  survey,  or 

2.  submission  of 
documentation 


NA  decision 
overturned 


Org  is  accred 
with  type  I  s 
and  receives  a 
FOC/PFI  m  a 
shortened  time 
frame 
See  PFI 
process  at » 


Preliminary  NA  decision 
not  overturned 
by  validation 


Recommendation  tor  NA 
decision  goes  to  AC 


▼  Org  appeals 
PA  decision 


NA  decision 
not  overturned 


Org  is  accred 
with  no  type  I  s. 

or  type  I  s  are 
deterred  to  next 
triennial  survey 


I 


Org  goes  NA 


Org  chooses 
not  to  appeal 


Orq  goes  NA 


Org  can  immediately  r#appJ>  for  survey* 


'Unless  the  organization  went  NA  for 
falsification  of  documents  In  that  case  the 
organization  cannot  reapply  for  one  year. 


Conditional  Accreditation 


Preliminary  decision  report  to  org 


Org  accepts  preliminary 
conditional  accred  decision 


Org  receives  official 
conditional  accred  decision 


I  Org  submits 
-month  POC 


POC  accepted 


POC  not  accepted 


generation 


0  Conditional  follow-up 

survey  held  approx 
6  months  (4  months  for 
engineer  survey)  from 
dale  org  receives  official 
ronditional  accred  decision 


2nd  POC  submitted  by  org 


Org  continues  tc 
meet  a  rule  tor 
conditional 


Org  goes  NA 


POC  accepted 
See  conditional 
process  at  • 


1 


POC  not  accepted 


Org  no 

longer 
conditionally 
accred  and 

has  no 
remaining 

type  I's 


Org  no  longer 
conditionally 
accred.  but  has 
type  I  s  remaining 


Org  goes  NA 


Org  can 
appeal 
decision 
See  NA  appeal 
process  at  ▼ 


No  follow-up 
required 


Org  receives  one  or 
more  of  the  following: 

1.  FOC. 

2.  WPR,  and/of. 

3.  PTM  follow-up 
See  2nd  generation 

of  PFI  flowchart 


i 


Org  can 
appeal 

decision 
See  PA  appeal 
process  at  T 


generation 


Org  does  rot  accept 
preliminary  conditional 
accred  decision 


Org  requests  "alidation  by 

1.  survey,  or 

2.  submis-.ion  of 
documentation 


Resul  s  of 
validation  process 


Org  no 
longer 
conditional 


New 

decision 
goes  to  AC 


Org  is  accred 
with  type  I  s 
See  FOCAVPR 
process  at  * 


Org  is  accred 
with  no  type  I's 
and  no  follow-up 
is  required,  or  type 
I's  are  deterred  to 
next  triennial 
survey 


Org  clears 
type  I  s 


Org  fails  to 
clear  type  I  s 


Org  remains 
conditional 


Recommendation 
for  conditional 
accred  decision 
goes  to  AC 


See  conditional 
process  at  ■ 


No  follow-up 
required 


Org  goes  NA 


Org  can 
appeal 

decision 
See  N "  appeal 
process  at  ▼ 


Accreditation  with  One-Month  WPR 


generation 


*  Org 
submits  WPR 


Org  clears 
type  I  s 


Org  tails  to 
clear  type  I  s 


No  further 
tollow-up  required 


Org  submits 

another 
1 -month  WPR 


2- 

generation 


Org  clears 
type  I  s 


Org  fails  to 
clear  type  I  s 


No  further 
follow-up  required 


Org  is 
conditionally 
accred 


Org  receives 

4-montti 
conditional 
follow-up  survey 


Org  clears 
type  I  s 


Org  tails  to 
clear  type  I  s 


No  further 
follow-up  required 


Org  goes  NA 


Org  can 
appeal 
decision 
Set  NA  appeal 
p  recess  at  ▼ 


Accreditation  with  Six-Month  WPR 


Org  clears 
type  I  s 


generation 


★  Org 

submits  WPR 


No  further 
follow-up  requi^ 


4-month  FOC 
conducted 


Org  tails  to 
clear  type  I  s 


2  nd 

generation 


Org  submits 
4-month  WPR 


Org  clears 
type  I  s 


Org  tails  to 
clear  type  I  s 


Org  dears 
type  I  s 


Org  fails  to 
clear  type  I  s 


No  further 
follow-up  required 


Org  is 
conditionally 
accred 


No  further 
follow-up  required 


Org  is 
conditionally 
accred 


Org  receives 
4-month 
conditional 
follow-up  survey 

No  further 
follow-up  required 


Org  fails  to 
clear  type  I  s 

t 

Org  goes  NA 

* 

Org  can 
appeal 
decision 
See  NA  appeal 
process  at  ▼ 


Accreditation  with  Six-Month  FOC 
1 


★  FO 

1 

conduct 

Org  dears 
type  I  s 


♦ 


Org  fails  to 
clear  type  I  s 


No  further 
follow-up  required 


Org  receives 
4-month  FOC 


generation 


Org  clears 
type  I  s 


Org  tails  to 
clear  type  I  s 


No  furttier 
follow-jp  required 


Org  is 
conditionally 
accred 


Org  receives 

4-month 
conditional 
follow-up  survey 


Org  clears 
type  I  s 


Org  fails  to 
clear  type  I  s 


No  further 
follow-up  required 


Org  goes  NA 


Org  can 

appeal 
decision 
See  NA  appeal 
process  at  ▼ 


Accreditation  with  No 
Type  I  Recommendations 
with  or  without  Supplemental 
Recommendations 

No  follow-up 
required 


Note:  A  supplemental  recommendation  is  a  recommendation  or  group  of 
recommendations  that  encompass  a  standard(s)  that  was  scored  in  less  than  substantial 
compliance  (that  is,  less  than  a  score  1),  but  did  not  result  in  a  type  1  recommendation.  If 
not  resolved,  a  supplemental  recommendation  may  affect  a  future  accreditation  decision 
These  recommendations  are  contained  in  the  Supplemental  Recommendations  section  of 
an  organization  s  accreditation  decision  report 


Accreditation  with  Commendation 


No  follow-up 
required 


Note:  Vie  results  from  all  portions  of a  tailored  survey  must  meet  the  ru.es  for 
accreditation  with  commendation  for  the  organization  to  he  awarded 
accreditation  with  commendation 


LEGEND 


AC    Accreditation  Committee 

FOC     Focused  Survey 

ILSM    Interim  Life  Safety  Measures 

Level  I    Life  Safety  Code  9  (LSC)  deficiencies  that  are  completely  resolved  or  corrected  at  the  time 
the  one-month  Plan  For  Improvement  is  submitted. 

Level  II    Life  Safety  Code  ®  (LSC)  deficiencies  that  are  not  completely  resolved  or  corrected  at  the  time 
the  one-month  Plan  For  Improvement  is  submitted,  and  EC.  1.1  was  scored  3. 

Level  III    Life  Safety  Code  ®  {LSC)  deficiencies  that  are  not  completely  resolved  or  corrected  at  tne  time 
the  one-month  Plan  For  Improvement  is  submitted,  and  EC. 1.1  was  scored  4  or  5. 

NA  Not  Accredited 

Org  Organization 

PFI  Plan  for  Improvement 

POC  Plan  of  Correction 

PTM  Department  of  Plant  and  Technology  Management  at  the  Joint  Commission 

WPR  Written  Progress  Report 

▼  NA  Appeal  Process 

•  Conditional  Process 

■  Conditional  Process  Organization  Submits  One-Month  POC 

★  FOC/WPR 

*  PFI  Process 
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Residential  Care  Services  -  State  Remedies 

July  1995  to  October! ,  1997 


Facility 

Dist 

Remedy 

Date 

Applegate  Care  Center 

5A 

SP 

01  /I  7/97 

Applegate  Care  Center 

C  A 

5A 

Fine 

02/06/97 

Applegate  Care  Center 

5A 

1  •  &  CD 

Lltt  3r 

03/00/9/ 

Central  Convalescent 

1 

rine 

03/04/97 

Central  Convalescent 

1 

CD 

3r 

u3/uy/y/ 

Central  Convalescent 

1 

1  Iff  CD 

Llrt  3r 

Ofa/03/97 

Central  Convalescent 

1 

Fines 

ub/ i  d/y/ 

Central ia  Convalescent 

c 
fa 

rine 

0-i/ofa/yfa 

Cheney  Care  Center 

2 

CD 

3r 

1 1/05/96 

Cheney  Care  Center 

2 

i  cd 
Llrt  3r 

1 2/20/96 

Chinnok  Convalescent 

1 

Fine 

no/1  7/oc 
U2/1  3/rfa 

Clearview  Manor 

co 
3D 

CD 

3r 

1  2/u7/))5 

Clearview  Manor 

CD 

Fines 

U  l/23/yfa 

Clearview  Manor 

CD 
3D 

1  '<(*■  CD 

Llrt  3r 

U4/ 1  y/y  fa 

Columbia  View  Care  Ctr 

fa 

Fine 

n  c  /n  c  /q  7 
U3/03/y/ 

Emerald  Terrace 

fa 

CD 

3r 

07/27/95 

Emerald  Terrace 

fa 

1  14*  CD 

Lift  3r 

oy/ 1  o/y5 

Evergreen  Nrsg  &  Rehab 

fa 

CD 
3r 

U3/1 2/y/ 

Evergreen  Nrsg  &  Rehab 

fa 

rine 

<"\.<1/1  B/Q7 

04/ 1  o/y/ 

Evergreen  Nrsg  &  Rehab 

fa 

1  if*  CD 

Llrt  3r 

04/23/y/ 

rorest  Kioge  v-onv  L,tr 

DO 

CD 

3r 

05/1 0/9fa 

rorest  Kioge  L,onv  \jir 

CD 
3D 

Fines 

06/26/96 

rorest  Kioge  L,onv  v_.tr 

CD 
3D 

1  lit  CD 

LITt  3r 

0fa/27/9fa 

roresi  view  i 

•a 
3 

CD 

3r 

u  i/zy/y  / 

Cnroct  TWI- 

roresi  view  i  nv- 

3 

1  iff  CD 
LIlC  3r 

03/03/y/ 

Franciscan-En  umclaw 

CA 
3/\ 

CP 

3r 

oy/o//y3 

Franci  scan-En  umcl  aw 

3A 

Fine 

oy/z3/y3 

Franciscan-En  umclaw 

C  A 
DA 

1  ifV  CD 

Lift  3r 

i  n/i  c/o  c 

i  o/i  fa/ys 

Franciscan-Tacoma 

C  D 

3D 

C  D 

3r 

i  o/04/yfo 

Franciscan-Tacoma 

3D 

1  ',(*  CD 

Lltt  3r 

10/18/96 

rrankiin  Mills  nitn  &  Rehab 

CD 

1 1/1 9/96 

rranKiin  niiis  nun  &  rvenaD 

2 

1  iff  CP 
Lilt  3r 

Franklin  Hills  Hlth  &  Rehab 

2 

Fines 

12/10/96 

Franklin  Hills  Hlth  &  Rehab 

2 

SP 

04/15/97 

Franklin  Hills  Hlth  &  Rehab 

2 

Fines 

05/14/97 

Garden  Terrace  Manor 

1 

Fine 

10/24/96 

Good  Samaritan  Health  Care 

1 

Fine 

04/15/96 

Grandview  Healthcare 

1 

Fine 

06725/96 

Greenwood  Park  Care  Ctr 

4A 

SP 

02/15/96 

1 


Residential  Care  Services  -  State  Remedies 

July  1995  to  October  1,  1997 


Paz-ilitv 

Pist 

Remedy 

Date 

Crt>&rt\A/nnri  Park  Care  Ctr 

4A 

Fines 

03/01/96 

Greenwood  Park  Care  Ctr 

4A 

Lift  SP 

04/05/96 

Greenwood  Park  Care  Ctr 

4A 

Fines 

11/21/96 

Harmony  House 

2 

Fines 

10/04/95 

Heartwood  Extended  Hlth  Care 

5B 

Fine 

09/1 1/96 

Heritage  Hi II haven  Health 

6 

SP 

08/14/96 

Heritage  Hillhaven  Health 

6 

Lift  SP 

09/25/96 

Heritage  Health  &  Rehab  Ctr 

6 

SP 

07/22/97 

Highlands  The 

5A 

SP 

02/23/96 

Highlands  The 

5A 

Fines 

03/20/96 

Highlands  The 

5A 

Lift  SP 

04/11/96 

Highlands,  The 

5A 

Fine 

11/18/96 

Highline  Care  Ctr 

4B 

SP 

07/27/95 

Highline  Care  Ctr 

4B 

Fines 

08/14/95 

Highline  Care  Ctr 

4B 

Lift  SP 

09/08/95 

Hillhaven  Rehab  &  Health 

4B 

SP 

03/1 3/96 

Hillhaven  Rehab  &  Health 

4B 

Fine 

04/30/96 

Hillhaven  Rehab  &  Health 

4B 

Lift  SP 

04/10/96 

Integrated  Health  Services 

4A 

Fines 

01/25/96 

Integrated  Health  Services 

4A 

Fines 

10/30/96 

Integrated  Health  Services 

4A 

SP 

07/24/97 

Integrated  Health  Services 

4A 

Fines 

08/21/97 

Integrated  Health  Services 

4A 

Lift  SP 

09/02/97 

Kah  Tai  Care  Ctr 

5A 

SP 

08/21/95 

Kah  Tai  Care  Ctr 

5A 

Fine 

08/23/95 

Kah  Tai  Care  Ctr 

5A 

Lift  SP 

09/28/95 

Life  Care  Center  of  Richland 

2 
* 

Fine 

07/01/97 

1  ifp  Car»»R  it7vi  1  Ip 

2 

Fines 

0R/14/Q5 

Life  Care-Ritzville 

2 

Fine 

09/1 3/96 

Life  Care-Ritzville 

2 

Fine 

09/1 3/96 

Maenolia  Health  Care  Center 

4A 

Fine 

12/16/96 

Magnolia  Health  Care  Center 

4A 

SP 

08/1 2/97 

Manor  Care  of  Gig  Harbor 

5B 

SP 

07/17/97 

Manor  Care  of  Gig  Harbor 

5B 

Fines 

08/26/97 

Manor  Care  of  Gig  Harbor 

5B 

Lift  SP 

09/05/97 

Manor  Care  of  Meadow  Park 

5A 

SP 

03/18/96 

Manor  Care  of  Meadow  Park 

5A 

Fine 

04/15/96 

Manor  Care  of  Meadow  Park 

5A 

Lift  SP 

05/02/96 

McKay  Memorial 

2 

Fine 

08/14/95 

2 
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Facility 

LMSl 

rserneov 

Date 

MCivay  /viemonai 

SP 

08/06/97 

WW/  uur  «/  / 

/vicNfly  /viemorioi 

2 

Pines 

08/29/97 

WW/       S e  W  / 

\j4«m/  Uauon  1— Iff 

fvicrry  naven  n^v» 

j 

SP 

03/26/97 

KAarr\i  Uaupn  HCC 

3 

Lift  SP 

04/23/97 

Monarch  Care  Center 

5A 

SP 

02/28/97 

Mrtnarrh  Care  Center 

5A 

Fines 

03/13/97  " 

Monarch  Care  Center 

5A 

Lift  SP 

04/17/97 

Mountain  View  Rehab 

5A 

SP 

1 1/09/95 

Mountain  View  Rehab 

5A 

Fines 

12/04/95 

Mountain  Vipw  Rehab 

rviuui  iidi  1 1  view  rvci  iau 

5A 

Lift  SP 

1 2/1 3/95 

North  Auhurn  Rehab 

5A 

SP 

06/28/96 

North  Auhurn  Rehab 

5A 

Fines 

07/24/96 

North  Auhurn  Rehab 

5A 

Lift  SP 

08/08/96 

WW/  WW/  J  V 

Ocean  View  Conv  Ctr 

6 

SP 

02/21/97 

Orpan  Vipw  Conv  Ctr 

6 

Lift  SP 

03/26/97 

Ocean  Vipw  Conv  Ctr 

6 

SP 

05/30/97 

Ocean  View  Conv  Ctr 

6 

Lift  SP 

07/1 8/97 

Olympic  Health  Care 

5A 

SP 

10/22/96 

Olympic  Health  Care 

5A 

Lift  SP 

11/25/96 

Olympic  Health  Care 

5A 

Fines 

1 1/07/96 

Pacific  Care  Ctr 

5B 

SP 

08/1 1/95 

Pacific  Care  Ctr 

SB 

Fines 

08/23/95 

Pacific  Care  Ctr 

5B 

Lift  SP 

09/21/95 

Panorama  Citv 

6 

Fine 

09/14/95 

Park  West  Care  Ctr 

i  ai  r\  ~  »  cat  wsii  w 

4B 

SP 

09/06/95 

Park  West  Care  Ctr 

45 

Fines 

09/1 9/95 

Park  West  Care  Ctr 

i  airs   vt^^l  v^ui  w  v^i 

4B 

Lift  SP 

1 0/1 3/95 

Park  West  Care  Ctr 

43 

Fine 

02/23/96 

Parkside  Rehab  &  Care  Ctr 

Fine 

03/1 3/97 

Pinecrest  Manor  Conv 

1    1  1  IVVt  * —  Jl   IT  lui  1 VI     V.UI  1  V 

1 

SP 

01/22/96 

Pinecrest  Manor  Conv 

Fines 

02/08/96 

WfcS  WW/  -/  w 

Pinpcrpst  SAiknnr  Conv 

Lift  SP 

03/1 8/96 

Pinecrest  Manor  Conv 
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01/17/97 

Pinecrest  Manor  Conv 
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02/06/97 

Pinecrest  Manor  Conv 
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03/05/97 

Pinecrest  Manor  Conv 

Lift  SP 

05/23/97 

Pinehurst  Park  Terrace 
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Pinehurst  Park  Terrace 

4A 
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Facility 
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Date 

St  Joesph  Care  Ctr  East  &  West 
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Fine 

06/13/97 

Sullivan  Park  Care  Center 
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02/07/97 

Sullivan  Park  Care  Center 
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Sullivan  Park  Care  Center 
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Lift  SP 
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SP  -  Stop  Placement  (no  admission  of  residents  w/out  Dept  approval) 
LR  -  License  Revocation 
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Chapter  368-98  WAC 

NURSING  HOME  LICENSURE  PROGRAM 
ADMINISTRATION 

Last  Update:  5/31/90 
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WAC  388-98-001  Def initions .  (1)  For  purposes  of  this 
section/  the  following  words  or  phrases  shall  have  the  following 
meanings  unless  the  context  clearly  indicates  otherwise: 

(2)  "Applicant"  means  an  individual,  partnership,  corporation, 
or  other  legal  entity  seeking  a  license  to  operate  a  nursing  home. 

(3)  "Deficiency"  means  a  finding  by  the  department  of  a 
violation  of  professional  standards  of  practice,  the  requirements 
of  chapters  18.51  or  74.42  RCW,  or  the  standards,  rules,  and 
regulations  established  under  them  or  in  the  case  of  a  Medicaid 
contractor,  violation  of  Medicaid  requirements  of  Title  XIX  of  the 
Social  Security  Act,  as  amended,  and  regulations  promulgated 
thereunder . 

(4)  "Denial  of  payment"  means  a  department  decision  not  to  pay 
for  new  Medicaid  admissions  to  a  nursing  home. 

(5)  "Department"  means  the  nursing  home  licensing  agency  of 
the  state  department  of  social  and  health  services. 

(6)  "Director"  means  an  individual  elected  or  appointed  as 
director  of  a  corporation. 

(7)  "Emergency  closure"  means  a  department  order  to 
immediately  close  a  nursing  home. 

(8)  "Emergency  transfer"  means  a  department  order  to 
immediately  transfer  specified  residents  or  all  residents  from  a 
nursing  home  to  safe  settings. 

(9)  "Highest  practicable  physical,  mental,  or  psychosocial 
well  being"  means  the  highest  level  of  functioning  and  well  being 
possible  to  be  achieved  for  a  resident  limited  by  the  resident's 
presenting  functional  statue  and  potential  for  improvement  or 
reduced  rate  of  degeneration.  Highest  practicable  is  not  a 
diagnostic,    prospective,    delineating  determination  made  without 
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aggressive  i  competent  efforts  to  halt  degenerative  processes  and  to 
achieve  or  restore  independent  free  choice  functioning.  It  is 
achieved  through  functional  assessment  and  aggressive,  competent 
addressing  of^ the  individual's  physical,  mental,  and  psychosocial 
needs . 

(10)  "Licensed  nursing  home"  means  a  nursing  home  licensed 
under  chapter  18.51  RCW. 

(11)  "Licensee"  means  an  individual,  partnership,  corporation, 
or  other  legal  entity  licensed  to  operate  a  nursing  home  or  a 
person  subject  to  licensure  as  determined  by  the  department.  This 
does  not  include  an  employee  of  a  licensee  or  person  unless  that 
employee  is  an  owner  of  five  percent  or  more  of  the  licensed  entity 
assets . 

(12)  "Licensee's  agent"  means  the  designated  nursing  home 
administrator,  or  an  individual  designated  to  perform  managerial 
functions  in  the  administrator's  absence.  „  - 

(13)  "Officer11  means  an  individual  appointed  as  an  officer  of 
a  corporation. 

(14)  "Owner  of  five  percent  or  more  of  the  assets  of  a  nursing 
home"  means: 

(a)  In  the  case  of  a  sole  proprietorship,  the  owner,  or  if 
owned  as  community  property,  the  owner  and  owner's  spouse; 

(b)  In  the  case  of  a  corporation,  the  owner  of  at  least  five 
percent  of  the  capital  stock  of  a  corporation;  or 

(c)  In  the  case  of  other  types  of  business  entities,  the  owner 
of  a  beneficial  interest  in  at  least  five  percent  of  the  capital 
assets  of  an  entity. 

(15)  "Partner"  means  an  individual  in  a  partnership  owning  or 
operating  a  nursing  home. 

(16)  "Plan  of  correction"  means  a  written  statement 
specifying: 

(a)  How  the  nursing  home  will  correct  the  cited  deficiencies; 

(b)  The  date  by  which  the  correction  will  be  made;  and 

(c)  Who  is  responsible  for  assuring  the  correction. 

(17)  "Reasonable  time"  means  a  period  of  time  determined  by 
the  department  and  noted  in  the  plan  of  correction.  In  determining 
the  length  of  time  for  correction  of  each  deficiency,  the 
department  considers: 

(a)  The  gravity  of  the  deficiency,  including  the  severity  and 
immediacy  of  the  actual  or  potential  harm  to  residents; 

(b)  The  required  financial  and  personnel  resources  necessary 
to  correct  the  deficiency;  and 

(c)  The  minimum  amount  of  time  practicably  required  to  correct 
the  deficiency. 

(18)  "Receivership0  means  a  court  action  resulting  in  the 
removal  of  a  nursing  home's  current  operator  and  the  appointment  of 
a  substitute  operator  to  temporarily  manage  and  operate  the  nursing 
home . 

(19)  "Retaliate": 

(a)  Retaliate  against  a  resident  means  an  act  including,  but 
not  limited  to: 

(i)  Verbal  or  physical  harassment  or  abuse; 

(ii)  Nonmedically  indicated  social,  dietary,  or  mobility 
restriction; 

(iii)  Lessening  of  the  level  of  care  not  medically 
appropriate; 

(iv)  A  nonvoluntary  relocation  within  a  nursing  home  without 
appropriate  medical,  psychosocial,  or  nursing  justification; 
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(v)  Neglect  or  negligent  treatment; 

(vi)  Withholding  of  privilege*;  or 

(vii)  Infringement  on  a  resident's  rights  as  described  in  WAC 
248-14-247  and  chapter  74.42  RCW. 

(b)  Retaliate  against  an  employee  means  an  act  including,  but 
not  limited  to,  harassment,  firing,  demotion,  disciplinary  action, 
or  nonvoluntary  reassignment  or  rescheduling  occurring  as  a  result 
of  employee  actions  described  in  section  220,  chapter  18.51  RCW. 

(c)  A  rebuttable  presumption  is  raised  that  retaliation  has 
occurred  if  a  condition  described  in  subsection  388-98-001  (14) (a) 
of  this  section  definition  occurs  within  one  year  of  the  resident's 
actions  described  in  WAC  388-98-800  (2) (i) . 

(20)  "Severity"  means  the  seriousness  of  a  deficiency  as 
determined  by  the: 

(a)  Actual  or  potential  negative  outcomes  for  residents  or 
resident  rights  violations;  or  .  - 

(b)  Extent  to  which  the  resident's  highest  practicable 
physical,  mental,  or  psychosocial  well  being  is  compromised  or 
threatened. 

(21)  " Scope"  means  the  frequency,  incidence,  or  extent  of  the 
occurrence  of  a  deficiency. 

(22)  "Stop  placement"  means  action  instituted  by  the 
department  prohibiting  nursing  home  admissions,  readmissions ,  and 
transfers  of  patients. 

(23)  "Temporary  management"  means  the  department  temporarily 
appoints  a  substitute  manager  or  operator  with  authority  to  hire, 
terminate,  or  reassign  staff,  obligate  current  facility  revenues, 
alter  procedures  as  appropriate,  or  otherwise  manage  the  facility 
as  necessary  to: 

(a)  Correct  deficiencies;  or 

(b)  Close  the  facility  in  a  safe  and  orderly  manner. 

(24)  "Termination"  means  a  department  decision  to: 

(a)  Terminate  or  not  renew  a  nursing  home's  Medicaid 
certification  and  contract;  or 

(b)  Recommend  the  federal  Health  Care  Financing  Administration 
terminate  or  not  renew  a  nursing  home's  Medicaid  and/or  Medicare 
certification  and  contracts. 

[Statutory  Authority:  1989  c  372  §  8.  90-01-052  (Order  2917),  S 
388-98-001,  filed  12/15/89,  effective  1/15/90.  Statutory 
Authority:  1987  c  476.  87-21-017  (Order  2546),  S  388-98-001, 
filed  10/9/87.  Statutory  Authority:  RCW  If. 51. 070.  83-24-030 
(Order  2052),  §  388-98-001,  filed  12/1/83.  Statutory  Authority: 
RCW  18.51.310.  80-08-027  (Order  1515),  S  388-98-001,  filed 
6/25/80.] 


WAC  388-96-003  Remedies.  (1)  The  department  may  suspend, 
revoke,  or  refuse  to  renew  a  license,  and/or  assess  civil  monetary 
penalties  when  the  department  finds  the  licensee  or  partner, 
officer,  director,  or  owner  of  five  percent  or  more  of  the  assets 
of  the  nursing  home,  licensee's  agent,  employee  or  individual 
providing  nursing  home  care  or  services: 

(a)  Operates  or  operated  a  nursing  home  without  a  license  or 
under  a  revoked  or  suspended  license; 

(b)  Knowingly  or  with  reason  to  know  makes  a  false  statement 
of  a  material  fact  in  the  application  for  license,  in  attached 
data,  or  in  matters  under  department  investigation; 
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(c)  Refuses  to  allow  department  representatives  or  agents  to 
inspect  required  books,  records,  and  files  or  portions  of  the 
nursing  home  premises; 

(d)  Willfully  prevents,  interferes  with,  or  attempts  to  impede 
the  work  of  authorized  department  representatives  and  the  lawful 
enforcement  under  provisions  of  this  chapter  or  chapter  74.42  RCW; 

(e)  Willfully  prevents  or  interferes  with  department 
representatives  in  the  preservation  of  evidence  of  violations  of 
provisions  under  this  chapter  or  chapter  74.42  RCW; 

(f)  Fails  to  report  patient  abuse  or  neglect  in  violation  of 
chapter  70.124  RCW; 

(g)  Fails  to  pay  a  civil  monetary  penalty  the  department 
assesses  under  this  chapter  within  ten  days  after  assessment 
becomes  final; 

(h)  Retaliates  against  a  patient  or  employee  participating  in 
proceedings  specified  under  RCW  18.51.220;  or 

(i)  Discriminates  against  Medicaid  recipients  as  prohibited 
under  RCW  74.42.055. 

(2)  When  the  department  finds: 

(a)  A  licensee  or  partner,  officer,  director,  or  owner  of  five 
percent  or  more  of  the  assets  of  the  nursing  home,  licensee's 
agent,  employee,  or  individual  providing  nursing  home  care  or 
services  fails  or  refuses  to  comply  with  the  requirements  under 
chapter  18.51  or  74.42  RCW;  or 

(b)  A  Medicaid  contractor  licensee  fails  or  refuses  to  comply 
with  the  Medicaid  requirements  of  Title  XIX  of  the  Social  Security 
Act,  as  amended;  then 

(c)  The  department  may  impose  any  or  all  of  the  following 
remedies : 

(i)  Suspend,  revoke,  or  refuse  to  renew  a  license; 

(ii)  Order  stop  placement; 

(iii)  Assess  civil  monetary  penalties; 

(iv)  Deny  payment  to  a  nursing  home  for  Medicaid  residents 
admitted  after  notice  to  deny  payment.  Medicaid  recipient 
residents  shall  not  assume  responsibility  for  payment  when  the 
department  takes  action  under  this  subsection; 

(v)  Appoint  temporary  management  as  provided  under  section  3  00 
of  this  chapter;  and 

(vi)  Petition  the  court  to  establish  receivership. 

(3)  The  criteria  set  forth  in  this  subsection  implement  the 
requirement  under  section  8,  chapter  372,  Laws  of  1989,  that  the 
department  establish  criteria  for  the  imposition  of  remedies. 
These  criteria  apply  to  the  imposition  of  remedies  under  subsection 
(2)  of  this  section  for  deficiencies  directly  impacting  a  nursing 
home  resident's  well  being.  The  criteria  do  not  substitute  for 
standards  set  forth  in  section  8,  chapter  372,  Laws  of  1989  for  the 
mandatory  imposition  of  stop  placement  and  denial  of  payment. 
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(4)  Civil  monetary  penalties  shall  become  due  twenty  days 
after  the  licensee  is  served  with  a  notice  of  the  penalty,  unless 
the  licensee  requests  a  hearing.  If  a  hearing  is  requested,  the 
penalty  becomes  due  ten  days  after  a  final  decision  in  the 
department's  favor  is  issued.  Interest  accrues  beginning  thirty 
days  after  the  department  serves  the  licensee  with  notice  of  the 
penalty. 

[Statutory  Authority:  1989c  372.  90-06-031  (Order  2943) ,  §  388- 
98-003,   filed  3/1/90,  effective  4/1/90.] 


WAC  386-98-010    List    of    qualified    receivers.         (1)  The 

department  may  recruit  individuals,  partnerships,  and  corporations 
interested  in  serving  as  a  receiver  of  a  nursing  home.  Recruitment 
may  be  by  personal  letters,  telephone,  radio  or  television 
announcements,  or  advertisements  in  publications  determined 
suitable  by  the  department. 

(2)  Individuals,  partnerships,  or  corporations  interested  in 
being  appointed  as  a  receiver  shall  complete  designated  sections  of 
a  nursing  home  license  application. 

(3)  Individuals,  partnerships,  or  corporations  with  experience 
in  providing  long-term  health  care  and  a  history  of  satisfactory 
nursing  home  operation  may  submit  a  receiver  application  to  the 
department  at  any  time.  Applicants  shall  be  subject  to  the 
criteria  established  for  licensees  found  in  WAC  248-14-080,  except 
the  department  may  waive  the  requirement  for  having  sixty  days  to 
review  the  application. 

(4)  The  department  shall  maintain  a  list  of  potential 
receivers.  The  department  shall  add  names  of  applicants  to  the 
list  upon  receipt  of  applications  properly  completed  by  applicants . 

(5)  The  department  shall  not  consider  as  a  receiver  any 
person,  partnership,  or  corporation  which: 

(a)  Is  the  licensee,  administrator,  or  partner,  officer, 
director,  managing  employee,  or  owner  of  five  percent  or  more  of 
the  assets  of  the  nursing  home  subject  to  receivership; 

(b)  Is  affiliated  with  the  nursing  home  subject  to 
receivership; 

(c)  Has  a  financial  interest  in  the  nursing  home  before  the 
time  of  appointment;  or 

(d)  Has  owned  or  operated  a  nursing  home  ordered  into 
receivership  or  temporary  management  in  any  state. 

(6)  The  department  may  recommend  a  receiver  to  the  court.  In 
making  the  recommendation,  one  or  more  of  the  following  factors  may 
be  considered: 

(a)  Potential  receiver's  willingness  to  serve  as  a  receiver 
for  the  nursing  home  in  question; 

(b)  Amount  and  quality  of  the  potential  receiver's  experience 
in  long  term  care; 

(c)  Quality  of  care,  as  determined  by  prior  survey  reports, 
provided  under  the  potential  receiver's  supervision  or  management; 

(d)  Potential  receiver's  prior  performance  as  a  receiver; 

(e)  How  soon  potential  receiver  is  available  to  act  as  a 
receiver; 

(f)  Potential  receiver's  familiarity  and  past  compliance  with 
state  and  federal  regulations  applicable  to  nursing  homes; 
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(g)  Potential  receiver's  economic  potential  and  interest  in 
operating  the  nursing  home  on  a  permanent  basis;  and 

(h)  Preference  may  be  given  to  potential  receivers  expressing 

an  interest  in  the  permanent  operation  of  the  nursing  home. 

[Statutory  Authority:  1989  c  372  §  8.  90-01-052  (Order  2917),  § 
388-98-010,  filed  12/15/89,  effective  1/15/90.  Statutory 
Authority:  Chapter  18.51  RCW.  88-06-086  (Order  2603),  S  388-98- 
010,   filed  3/2/88.] 


WAC  388-98-015  Duties  and  powers  of  receiver.  (1)  The 
receiver  shall  protect  the  health,  security,  and  welfare  of  the 
residsnts  for  the  duration  of  the  receivership.  The  receiver  shall 
perform  all  acts  reasonably  necessary  to  ensure  residents'  needs 
are  met.     Such  acts  may  include,  but  are  not  limited  to: 

(a)  Correcting  deficiencies  cited  by  the  department; 

(b)  Hiring,  directing,  managing,  and  discharging  all 
consultants  and  employees  for  just  cause,  discharging  the 
administrator  of  the  nursing  home,  recognizing  collective 
bargaining  agreements,  and  settling  labor  disputes; 

(c)  Receiving,  and  expending  in  a  prudent  and  businesslike 
manner  all  revenues  and  financial  resources  of  the  home,  provided 
that  priority  shall  be  given  to  debts  and  expenditures  directly 
related  to  providing  care  and  meeting  residents'  needs; 

(d)  Making  necessary  purchases,  repairs,  and  replacements, 
provided  that  expenditures  for  purchases,  repairs,  or  replacements 
in  excess  of  five  thousand  dollars  are  approved  by  the  court; 

(e)  Entering  into  contracts  necessary  for  the  operation  of  the 
nursing  home:  Provided  That,  contracts  extending  beyond  the  period 
of  receivership  shall  be  approved  by  the  court; 

(f)  Preparing  all  reports  required  by  the  department; 

(g)  Planning  with  residents  and  their  guardians,  family,  or 
significant  others,  required  relocation; 

(h)  Meeting  regularly  with  staff,  residents,  and  residents' 
families  to  inform  them  of: 

(i)  Plans  for  correcting  the  deficiencies; 

(ii)  Progress  achieved  in  correction; 

(iii)  Plans  for  facility  closure  and  relocation;  or 

(iv)  Plans  for  continued  operation  of  the  nursing  home 
including  the  identity  of  the  permanent  operator. 

(2)  The  receiver  shall  consult  the  court  in  cases  of 
extraordinary  or  questionable  debts  incurred  prior  to  the 
receiver's  appointment  and  shall  not  have  the  power  to  close  the 
home  or  sell  any  of  the  nursing  home's  assets  without  prior  court 
approval . 

(3)  The    receiver   shall    comply   with   applicable    state  and 


MIC  388-98-020  Termination  of  receivership.  (1)  After 
receivership  ifi  established,  the  department  may  recommend  to  the 
court  that  all  residents  be  relocated  and  the  nursing  home  closed 
when: 

(a)  Problems  exist  in  the  physical  condition  of  the  premises 
which  cannot  be  corrected  in  an  economically  prudent  manner;  or 

(b)  The  department  determines  the  former  operator  or  owner: 

(1)  Is  unwilling  or  unable  to  manage  the  nursing  home  in  a 
manner  ensuring  residents'  health,  safety,  and  welfare;  and 

(ii)  Has  not  entered  into  an  enforceable  agreement  to  sell  the 
nursing  home  within  three  months  of  the  court's  decision  to  grant 
receivership . 

(2)  The  department  may  recommend  to  the  court  an  alternate 
receiver  be  appointed: 

(a)  When  the  receiver  is  no  longer  willing  to  serve  as  a 
receiver;  or 

(b)  If  a  receiver  is  not  making  acceptable  progress  "in 
correcting  the  deficiencies  in  the  nursing  home. 

[Statutory  Authority:  1989  c  372  8  6.  90-01-052  (Order  2917),  § 
388-98-020,  filed  12/15/89,  effective  1/15/90.  Statutory 
Authority:  Chapter  18.51  RCW.  88-06-086  (Order  2603),  5  388-98- 
020,   filed  3/2/88.] 


MAC  388-98-300  Temporary  management .  (1)  When  the  department 
appoints  a  temporary  manager,  the: 

(a)  Department  shall  order  the  licensee  to  cease  operating  the 
nursing  home: 

(b)  Department  shall  order  the  licensee  to  turn  over  to  the 
temporary  manager  possession  and  control  of  the  nursing  home 
including,  but  not  limited  to,  all  patient  care  records,  financial 
records,  and  other  records  necessary  for  continued  operation  of  the 
nursing  home  while  temporary  management  is  in  effect;  and 

(c)  Temporary  manager  shall  have  authority  to  temporarily 
relocate  some  or  all  residents  if  the: 

(1)  Temporary  manager  determines  the  resident's  health, 
security,  or  welfare  is  jeopardized;  and 

(ii)  Department  concurs  with  the  temporary  manager's 
determination  that  relocation  is  necessary. 

(2)  The  department's  authority  to  order  temporary  management 
is  discretionary  in  all  cases. 

[Statutory  Authority:  1989  c  372  S  8.  90-01-052  (Order  2917),  § 
388-98-300,  filed  12/15/89,  effective  1/15/90.] 

WAC  388-98-320    Temporary   managers --Application.        (1)  The 

department  may  recruit  individuals,  partnerships,  and  corporations 
interested  in  serving  as  a -temporary  nursing  home  manager. 

(2)  Individuals,  partnerships,  or  corporations  interested  in 
being  appointed  as  a  temporary  manager  shall  complete  and  submit  to 
the  department  designated  sections  of  a  nursing  home  license 
application. 

(3)  Individuals,  partnerships,  or  corporations  with  experience 
in  providing  long-term  health  care  and  a  history  of  satisfactory 
nursing  home  operation  may  submit  an  application  to  the  department 
at    any    time.        Applicants    shall    be    subject    to    the  criteria 
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established  for  licensees  found  in  WAC  248-14-080,  except  the 
department  may  waive  the  requirement  for  having  sixty  days  to 
review  the  application. 

(4)  The  ..department  shall  not  consider  as  a  temporary  manager 
a  psrson,  partnership,  or  corporation  which: 

(a)  Is  the  licensee,  administrator,  or  partner,  officer, 
director,  managing  employee,  or  owner  of  five  percent  or  more  of 
the  assets  of  the  nursing  home  subject  to  temporary  management; 

(b)  Is  affiliated  with  the  nursing  home  subject  to  temporary 
management ;  or 

(c)  Has  owned  or  operated  a  nursing  home  ordered  into 
temporary  management  or  receivership  in  any  state. 

(5)  The  department,  in  appointing  a  temporary  manager,  may 
consider  one  or  more  of  the  following  factors: 

(a)  Potential  temporary  manager'  ■  willingness  to  serve  as  a 
temporary  manager  for  the  nursing  home  in  question;  -  - 

(b)  Amount  and  quality  of  the  potential  temporary  manager's 
experience  in  long-term  care; 

(c)  Quality  of  care,  as  determined  by  prior  survey  reports, 
provided  under  the  potential  temporary  manager's  supervision  or 
management ; 

(d)  Potential  temporary  manager's  prior  performance  as  a 
temporary  manager  or  receiver; 

(e)  How  soon  the  potential  temporary  manager  is  available  to 
act  as  a  temporary  manager; 

(f)  Potential  temporary  manager's  familiarity  and  past 
compliance  with  state  and  federal  regulations  applicable  to  nursing 
homes . 

[Statutory  Authority:  1989  c  372  S  8.  90-01-052  (Order  2917),  8 
388-98-320,  filed  12/15/89,  effective  1/15/90.] 


WAC  368-98-330    Duties  and  powers  of  temporary  manager.  (1) 

The  temporary  manager  shall  protect  the  health,  security,  and 
welfare  of  the  residents  for  the  duration  of  the  temporary 
management .  The  temporary  manager  shall  perform  all  acts 
reasonably  necessary  to  ensure  residents'  needs  are  met.  Such  acts 
may  include,  but  are  not  limited  to: 

(a)  Correcting  department -cited  deficiencies; 

(b)  Hiring,  directing,  managing,  and  discharging  all 
consultants  and  employees  for  just  cause,  discharging  the 
administrator  of  the  nursing  home,  recognizing  collective 
bargaining  agreements,  and  settling  labor  disputes; 

(c)  Receiving  and  expending  in  a  prudent  and  business-like 
manner  a>l  current  revenues  of  the  home  provided  priority  shall  be 
given  to  debts  and  expenditures  directly  related  to  providing  care 
and  meeting  residents'  needs; 

(d)  Making  necessary  purchases,  repairs,  and  replacements, 
provided  such  expenditures  in  excess  of  five  thousand  dollars  are 
approved  by  the  department ; 

(e)  Entering  into  contracts  necessary  for  the  operation  of  the 
nursing  home; 

(f)  Preparing  all  department -required  reports; 

(g)  Planning  required  relocation  with  residents  and  residents' 
guardians,   family,  or  significant  others; 

(h)  Meeting  regularly  with  and  informing  staff,  residents,  and 
residents'   families  of: 
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(1)  Plans  for  correcting  the  deficiencies; 

(ii)  Progress  achieved  in  correction; 

(iii)  Plans  for  facility  closure  and  relocation;  or 

(iv)  Plans  for  continued  operation  of  the  nursing  home 
including  the -identity  of  the  permanent  operator. 

(2)  The  temporary  manager  shall  make  a  detailed  monthly 
accounting  of  all  expenditures  and  liabilities  to  the  department 
and  to  the  owner  of  the  nursing  home. 

(3)  The  temporary  manager  shall  comply  with  all  applicable 
state  and  federal  laws  and  regulations.  If  the  nursing  home  is 
certified  and  is  providing  care  to  medical  assistance  clients,  the 
temporary  manager  shall  become  the  Medicaid  contractor  for  the 
duration  of  the  temporary  management  period. 

(4)  The  temporary  manager  shall  be  responsible  and  liable  only 
for  the  temporary  manager's  gross  negligence,  intentional 
wrongdoing,  or  breach  of  fiduciary  duty  to  either  the  nursing  home, 
residents  or  the  current  or  former  licensee  or  nursing  home  owner. 

[Statutory  Authority:  1989  c  372  §  8.  90-01-052  (Order  2917),  § 
388-98-330,   filed  12/15/89,  effective  1/15/90.] 


WAC  388-98-340  Termination  of  temporary  management.  (1)  The 
department  shall  terminate  temporary  management : 

(a)  After  three  months  unless  good  cause  is  shown  to  continue 
the  temporary  management .  Good  cause  for  continuing  the  temporary 
management  exists  when  returning  the  nursing  home  to  its  former 
operator  would  subject  residents  to  a  threat  to  health,  safety,  or 
welfare; 

(b)  When  all  residents  are  transferred  and  the  nursing  home  is 
closed; 

(c)  When  deficiencies  threatening  residents'  health,  safety, 
or  welfare  are  eliminated  and  the  former  operator  or  owner  agrees 
to  department -specified  conditions  regarding  the  continued  facility 
operation;  or 

(d)  When  a  new,  licensed  operator  assumes  control  of  the 
nursing  home. 

(2)  The  department  may  appoint  an  alternate  temporary  manager: 

(a)  When  the  temporary  manager  is  no  longer  willing  to  serve 
as  a  temporary  manager; 

(b)  If  a  temporary  manager  is  not  making  acceptable  progress 
in  correcting  the  nursing  home  deficiencies  or  in  closing  the 
nursing  home;  or 

(c)  If  the  department  determines  the  temporary  manager  is  not 
operating  the  nursing  home  in  a  financially  responsible  manner. 

[Statutory  Authority:  1989  c  372  S  a.  90-01-052  (Order  2917),  § 
388-98-340,   filed  12/15/89,   effective  1/15/90.] 


WAC  388-98-700  Stop  placement- -Informal  review.  A  nursing 
home  licensee  shall  have  the  right  to  an  informal  review  to  present 
written  evidence  refuting  the  deficiencies  cited  as  the  basis  for 
a  stop  placement.  If  an  informal  review  is  desired,  the  nursing 
home  shall  request  the  informal  review,  in  writing,  within  ten  days 
of  the  effective  date  of  the  stop  placement.  The  request  shall  be 
made  to  the  director,  nursing  home  services,  aging  and  adult 
services  administration.     The  right  to  an  informal  review  is  in 
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addition  to  the  licensee's  right  to  *  hearing,  as  provided  in 
section  750. 

[Statutory  Authority:  1989  c  372  5  8.  90-01-052  (Order  2917),  § 
388-98-700,  -filed  12/15/89,  effective  1/15/90.  Statutory 
Authority:  1987  c  476.  87-21-017  (Order  2546),  S  388-98-700, 
filed  10/9/87.      Statutory  Authority:      RCW  18.51.070.  83-24-030 

(Order  2052),   S  388-98-700,  filed  12/1/83.] 


WAC  388-98-750    Notice     and    hearing     rights.  (1)  This 

subsection  shall  apply  to  the  department's  imposition  of  the 
following  remedies: 

(s)  License  suspension,  revocation,  or  nonrenewal; 

(b)  Stop  placement; 

(c)  Civil  monetary  penalty;  ^  - 

(d)  Denial  of  payment; 

(e)  Appointment  of  a  temporary  manager; 

(f)  Emergency  transfer  of  residents;  and 

(g)  Emergency  closure. 

(2)  The  department's  notice  of  a  decision  to  impose  a  remedy 
is  governed  by  RCW  18.51.065  and  43.20A.XXX  and  section  96,  chapter 
175,  laws  of  1989.  The  licensee's  or  agent's  right  to  an 
adjudicative  proceeding  is  in  the  same  law. 

(a)  A  person  contesting  any  decision  described  in  subsection 
(1)  of  this  section  shall  within  twenty  days  of  receipt  of  the 
decision:  , 

(i)  File  a  written  application  for  an  adjudicative  proceeding 
by  a  method  showing  proof  of  receipt  with  the  Office  of  Appeals, 
P.O.  Box  2465,  Olympia,  WA  98504;  and 

(ii)  Include  in  or  with  the  application: 

(A)  A  specific  statement  of  the  issue  and  law  involved; 

(B)  The  grounds  for  contesting  the  department  decision;  and 

(C)  A  copy  of  the  contested  department  decision. 

(b)  The  proceeding  shall  be  governed  by  the  Administrative 
Procedure  Act  (chapter  34.05  RCW);  RCW  18.51.065  and  43.20A.XXX; 
and  section  96,  chapter  175,  Laws  of  198  9;  this  section;  and 
chapter  388-08  WAC.  If  any  provision  in  this  section  conflicts 
with  chapter  388-08  WAC,  the  provision  in  this  section  governs. 

(3)  When  a  licensee  fails  to  pay  a  fine  when  due  under  this 
chapter,  the  department  may: 

(a)  Withhold  an  amount  equal  to  the  fine  plus  interest,  if 
any,   from  the  licensee's  Medicaid  payment; 

(b)  Suspend  the  licensee's  nursing  home  license.  Such  license 
suspension  shall  continue  until  the  fine  is  paid;  or 

(c)  Impose  an  additional  civil  monetary  penalty,  under  WAC 
388-98-003    (1) (g) . 

[Statutory  Authority:  1989  c  372  §  8.  90-01-052  (Order  2917),  5 
388-98-750,   filed  12/15/89,   effective  1/15/90.] 


WAC  388-98-810  Civil  penalty  fund.  The  department  shall  use 
civil  penalties,  collected  under  RCW  18.51.060  (4)  (a)  or  chapter 
74.42  RCW,  for  the  following  purposes  listed  in  order  of  priority: 

(1)  Issue  a  relocation  allowance  to  the  Medicaid- funded 
nursing  home  resident  who  must  relocate  because  the  department 
finds     the     resident's     nursing    home     deficient     to    the  point 
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decertification  occurs.  The  department  may  issue  the  resident  a 
relocation  allowance  for  the  following  purposes: 

(a)  Transportation  to  review  potential  relocation  sites, 
including  a  nursing  home,  a  congregate  care  facility,  an  adult 
family  horns,  or  independent  housing; 

(b)  Cost  of  sending  personal  belongings  to  the  resident's  new 
location,  including  a  residential  setting  or  the  resident's  own 
residence;  and 

(c)  Cost  of  obtaining  or  reestablishing  independent  housing 
when  the  resident  is  able  to  relocate  to  the  resident's  own 
residence.  The  department  shall  issue  a  relocation  allowance  if 
the  resident  meets  the  conditions  for  issuing  a  nursing  home 
discharge  allowance,  as  described  under  WAC  388-15-145.  If  the 
discharge  .  allowance  maximum  of  four  hundred  dollars  does  not 
sufficiently  cover  relocation  costs,  the  department  shall  issue  the 
relocation  allowance  in  addition  to  the  discharge  allowance.  - 

(2)  Reimburse  the  Medicaid- funded  nursing  home  resident  for 
personal  funds  lost  due  to  negligence  or  malfeasance  by  nursing 
home  staff  where  the  resident  resides.  The  department  shall  use 
the  civil  penalty  fund  only  if  the  resident's  personal  funds  cannot 
be  recovered  from  the  nursing  home  or  other  responsible  party;  and 

(3)  Pay  the  cost  of  maintaining  the  Medicaid- funded  nursing 
home  resident  in  the  resident's  nursing  home  which  lost  its 
Medicaid  certification  until  the: 

(a)  Resident  is  relocated;  or 

(b)  Nursing  home  corrects  the  deficiencies  causing  the 
facility' s  decertification;  and 

(c)  Department  reinstates  the  nursing  home  Medicaid 
certification. 

[Statutory  Authority:  RCW  18.51.070.  90-12-048  (Order  2990) ,  S 
388-98-810,  filed  5/31/90,  effective  7/1/90.] 


WAC  388-98-830  Notification  of  response  time.  (1)  Department 
findings  shall  be  documented  in  writing  and  presented  to  the 
licensee  or  licensee's  agent. 

(2)  The  department  shall  obtain  a  plan  of  correction  from  the 
licensee  or  licensee's  agent. 

(a)  The  department  may  require  the  licensee  or  licensee's 
agent  to  submit  an  acceptable  plan  of  correction  during  the  survey 
or  complaint  investigation  for  a  specific  deficiency  presenting  an 
immediate  danger  of  death  or  serious  physical  harm  to  any  resident 
in  the  nursing  home  or  a  substantial  probability  that  death  or 
serious  physical  harm  would  result.  Such  deficiency  shall  be 
abated  or  eliminated  as  soon  as  possible  within  twenty- four  hours 
from  notification  to  the  licensee  or  licensee's  agents. 

(b)  A  licensee  or  licensee's  agent  participating  in  the 
Medicare  or  Medicaid  program  shall  submit  a  complete  and  acceptable 
plan  of  correction  during  the  exit  interview  when  there  are  fewer 
than  sixty  days  from  the  exit  interview  to  the  Medicare  or  Medicaid 
certification  expiration  date. 

(c)  All  licensees  or  licensees'  agents  choosing  to  submit  a 
complete  plan  of  correction  during  the  exit  interview  may  do  so. 

(d)  The  licensee  or  licensee's  agent  not  submitting  a  plan  of 
correction  at  the  exit  interview  shall  submit  a  complete  plan  of 
correction  by  the  time  and  date  specified  by  the  department.  The 
department  may  allow  the  licensee  or  licensee's  agent  up  to  ten 


WAC    (1/5/95  15:57) 
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calendar  days  from  the  exit  conference  to  submit  an  acceptable  plan 
of  correction  for  deficiencies  presenting  neither  an  immediate 
danger  nor  a  substantial  probability  of  death  or  serious  physical 
harm.  Such  deficiency  shall  be  corrected  within  s  reasonable  time 
determined  by^the  department.  In  no  event  shall  the  time  for 
correction  exceed  sixty  days. 

(e)  When  deficiencies  involve  facility  alterations,  physical 
plant  plan  development,  construction  review,  or  certificate  of 
need,  an  interim  plan  of  correction  stating  the  steps  planned  and 
approximate  time  schedule  is  acceptable.  Updated  plans  shall  be 
submitted  as  agreed  to  and  as  progress  occurs. 

(3)  Upon  licensee's  or  licensee's  agent's  written  petition, 
the  department  shall  determine  whether  or  not  to  grant  a  request 
for  an  extended  correction  time.  Such  a  petition  must  be  received 
by  the  department  at  the  earliest  possible  date  prior  to  the 
expiration  of  the  correction  time  originally  approved.  The  burden- 
of  proof  is  on  the  licensee  or  licensee's  agent  to  show  good  cause 
for  not  being  able  to  comply  with  the  original  correction  time. 

(4)  The  department  shall  notify  the  licensee  or  licensee's 
agent  when  the  plan  of  correction  is  unacceptable.  The  licensee  or 
licensee's  agent  shall  return  the  revised  plan  of  correction  to  the 
department  by  the  date  specified  by  the  department. 

[Statutory  Authority:  1987c  476.  87-21-017  (Order  2546) ,  5  386- 
98-830,  filed  10/9/87.  Statutory  Authority:  RCW  18.51.310.  80- 
08-027   (Order  1515),   S  388-98-830,   filed  6/25/80.] 


WAC  388-98-870  Separate  violations.  (1)  Each  separate 
finding  of  a  violation  of  a  statute,  rule,  or  regulation  shall 
constitute  a  separate  violation. 

(2)  Following  the  notification  of  a  deficiency  described  in 
WAC  388-98-800  (4),  (5),  or  (6),  each  day  upon  which  the  same 
deficiency  is  present,  or  a  substantially  similar  action  occurs, 
shall  constitute  a  separate  violation  subject  to  the  assessment  of 
a  separate  penalty. 

[Statutory  Authority:  1987c  476.  87-21-017  (Order  2546) ,  §  3B8- 
98-870,  filed  10/9/87.  Statutory  Authority:  RCW  18.51.310.  80- 
08-027   (Order  1515),   f  388-98-870,   filed  6/25/80.] 


WAC  388-98-890  Reporting.  All  civil  fines  assessed  against 
a  nursing  home  which  relate  to  the  activities  and  responsibilities 
of  a  licensed  nursing  home  administrator  as  defined  in  WAC  248-14- 
235  shall  be  reported  to  the  professional  licensing  division, 
business  and  professions  administration.  The  report  shall  include 
the  name  of  the  person,  name  of  the  facility,  amount  of  fine,  and 
date  of  fine. 

[Statutory  Authority:  RCW  18.51.310.  80-08-027  (Order  1515),  § 
388-98-890,   filed  6/25/80.] 
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federal  laws  and  regulations.  If  the  nursing  home  is  certified  and 
is  providing  care  to  medical  assistance  clients,  the  receiver  shall 
become  the  Medicaid  contractor  for  the  duration  of  the  receivership 
period. 

[Statutory  Authority:     1989  c  372      8.     90-01-052   (Order  2917), 
388-98-015,     filed     12/15/89,     effective     1/15/90.  Statutory 
Authority:     Chapter  18 . 51  RCW.     88-06-086   (Order  2603)  ,  388-98- 
015,   filed  3/2/88.] 


KANSAS  CITY  REGIONAL  OFFICE  MATERIALS 


TITLE  XVIII  Long  Term  Care  Enforcement  Actions 
Enforcement  Year  1998 
July  1, 1997  through  September  9, 1997 


STATE 

DENIAL  OF  NEW 
ADMISSIONS 

CMPs 

CMP 
COLLECTION 
NOTICES  SENT 

TOTAL 
AMOUNT 

TERMINATIONS 

IMPOSED  |  EFF 

IMPOSED 

VOL    |  INVOL 

Iowa 

3 

0 

3 

1 

$11,538 

0 

0 

Kansas 

11 

8 

11 

12 

$68,369 

0 

0 

Missouri 

4 

3 

0 

1 

$53,553 

0 

0 

Nebraska 

0 

0 

0 

2 

$5,800 

0 

0 

Enforcement  Year  97 


TITLE  XVIII  Long  Term  Care  Enforcement  Actions 
Enforcement  Year  1997 
Jury  1, 1996  through  June  30, 1997 


DENIAL  OF  NEW 

CMP 

ADMISSIONS 

CMPs 

COLLECTION 

TOTAL 

TERMINATIONS 

STATE 

IMPOSED 

EFF 

IMPOSED 

NOTICES  SENT 

AMOUNT 

VOL 

INVOL 

Iowa 

14 

10 

2 

0 

$0 

0 

0 

Kansas 

73 

24 

59 

30 

$211,752 

0 

1 

Missouri 

28 

13 

17 

16 

$443,971 

0 

0 

Nebraska 

12 

7 

3 

2 

$6,467 

0 

0 

Enforcement  Year  97 


TITLE  XVIII  Long  Term  Car*  Enforcement  Actions 
Enforcement  Year  1996 
July  1, 1995  through  June  30, 1996 


DENIAL  OF  NEW 

CMP 

ADMISSIONS 

CMPs 

COLLECTION 

TOTAL 

TERMINATIONS 

STATE 

IMPOSED 

I  EFF 

IMPOSED 

NOTICES  SENT 

AMOUNT 

VOL 

INVOL 

Iowa 

11 

7 

1 

1 

$94,400 

1 

1 

Kansas 

34 

9 

13 

10 

$220,223 

1 

0 

Missouri 

8 

6 

12 

0 

$137,550 

1 

0 

Nebraska 

0 

0 

0 

0 

$0 

0 

0 

Enforcement  Year  96 
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Appendix  G 


Appendix  Gl:  FY  1998  Medicare  State  Certification  Allocations 

Appendix  G2:  Volume  of  LTC  Facilities  and  Surveys,  By  Types,  1996 

Appendix  G3:  Unit  Cost  Data:  FY  1998  porjected  and  FY  96  Actuals 

Appendix  G4:  Health  and  Substandard  Care  Deficiencies.  FY  96 


APPENDIX  J:   FY1998  Medicare  State  Certification  Allocations 

Project  Examination  of  tne  Potential  for  Private  Accreditation  and  Deemed  Status  for  Nursing  Homes 
Source  HCFA  Office  of  Financial  Management  


1998 

1998  Other 

1 998 

State  Name 

Sa/Ret/Fr 

1998  Travel 

1998  Training 

Direct 

Additional 

i yyo  tnuireci 

1  QQR  Tntol 

CONNECTICUT 

$845,007 

$30,768 

$19,546 

$90,414 

$80,402 

$262,382 

» 4  1* o  c  aa 
$1 .346.520 

MAINE 

$756,166 

$16,929 

$9,901 

$73,138 

$71 ,949 

$215,176 

4    A  At  7cn 

$1 .14J.259 

MASSCHUSETTS 

$2,214,589 

$47,748 

$20,000 

$120,615 

$210,717 

$738,597 

$3,352,265 

NEW  HAMPSHIRE 

$302,348 

$12,947 

$8,229 

$1 1.817 

$28,768 

$83,943 

ff  a  A  Q  AO. 

$448,053 

RHODE  ISLAND 

$587,296 

$7  654 

$19,079 

$62,047 

555  881 

$181 ,827 

$91 3.783 

VERMONT 

$200,022 

$15,599 

$1 1 .873 

$19,931 

51 9.032 

$56,886 

$323,344 

NEW  JERSEY 

$2.01 7.510 

532.870 

$1 7.968 

$184  449 

5166,596 

$1 99.751 

t  A  CIO  AAA 

$2,619  144 

NEW  YORK 

$2.993.31 3 

$1 13.331 

$19,956 

$390,318 

5247.173 

$645. 190 

C  A   A  AO  7Q1 

$4  4Q9  2jL\ 

PUERTO  RICO 

$85,870 

$477 

512.417 

$4,242 

$7,091 

$0 

$1 1 0.096 

VIRGIN  ISLANDS 

$2,697 

$0 

$0 

$0 

$1,321 

$0 

$4,018 

DELAWARE 

$121 .308 

$10,597 

$15,175 

$69,694 

$16,291 

$30,580 

$263,645 

DC 

$74,243 

$4,638 

$19,754 

$3,083 

$9,970 

$84,310 

$195,999 

MARYLAND 

$310,962 

$11,472 

$19,302 

$114,251 

$41,761 

$147,470 

$645,218 

PENNSYLVANIA 

$2,519,163 

$251,231 

$80,414 

$267,328 

$338.31  1 

$231,099 

$3,687,546 

VIRGINIA 

$545,409 

$72,450 

$18,756 

$304,479 

$73,246 

$460,843 

$1 .475.182 

WEST  VIRGINIA 

$144,912 

$54,328 

$3,817 

$95,153 

$19,461 

$38,432 

$356,103 

ALABAMA 

$832,996 

$130,627 

$19,603 

$90,161 

$109,743 

$204,474 

$1 .387.603 

FLORIDA 

$2,150,277 

$221,619 

$23,532 

$582,791 

$283,288 

$619,098 

$3  880.604 

GEORGIA 

$1  145  784 

$78,260 

$323,589 

$170,902 

$150,951 

$252  158 

$2.121 .644 

KENTUCKY 

$988,560 

$33,603 

$17  402 

$52,697 

$130,238 

$402,956 

$1  625  457 

IJICCICCIDDI 

MISSISSIPPI 

$519,486 

$63  460 

$12,560 

$91 .790 

$68,440 

$107,208 

$862,944 

MADTU  ^AD/"\I  IMA 

NCJK  I  H  CAROLINA 

$1 .401 .816 

$100,372 

$14,355 

$180,176 

$184,682 

$342,047 

$2,223,447 

CHI  ITU  ^  A  DOI  IkIA 

SOU  I  H  CAROLINA 

$548,614 

$48,237 

$13,41 1 

$75,497 

$72,277 

$43,920 

$801 .957 

TCklMCCCCC 

I  bNNhbbfct 

$835,802 

$61 ,668 

$17,352 

$99,705 

$1 10.1 13 

$308,945 

$1 .433.585 

ILLINOIS 

c 4  n"?n  act. 

51 .970.053 

$313,025 

$48,205 

$1 1 1 .870 

$295,965 

$738,021 

$3,477,139 

ikini  AM  A 
INDIANA 

$1 .553,489 

$309,650 

$123,322 

$93,060 

$233,384 

$316,043 

$2,628,949 

MIOHIljAN 

$1 .809,552 

$181,158 

$15,768 

$965,656 

$271 .853 

$524,241 

$3,768,228 

MINNbbOl  A 

$1 .528.193 

$122,655 

$20,000 

$513,655 

$229,584 

$462,180 

$2,876,266 

OHIO 

$4,008,365 

$197,841 

$44,371 

$205,182 

$602,185 

$1 ,891 .862 

$6,949  805 

WlbLONSIN 

$1 .366,733 

$97,362 

$32,132 

$359,267 

$205  327 

$256,541 

$2,317,363 

$766  747 

$79  162 

$14  868 

$149  429 

$132,685 

$152,001 

$1 .294  892 

i  ni  11  C  1  A  M  A 
LUUISIANA 

$690,384 

$4,997 

$7,500 

$164,232 

$1 19.470 

$71 .653 

$1 .058.237 

NtW  MtAlOO 

$231 .382 

$18  919 

$7  883 

$53,271 

$40,040 

$38,124 

$389,619 

OKLAHOMA 

$709,809 

$18,616 

$7,446 

$42,017 

$122,832 

$179,506 

$1  080.225 

TEXAS 

$4  494  273 

$273,241 

$1 1  052 

$392,580 

$777  730 

$1,249,397 

$7  198.273 

IOWA 

$yol  41b 

$1 3,410 

$1 7.978 

$73,295 

$127,840 

$1 58,596 

$1 .372.534 

V  A  M  Q  A  C 

$1 . 1 20, 1 77 

$83,440 

$17,437 

$1 13401 

$145,915 

$263,909 

$1 ,744.280 

MlooVJUrvl 

$>41  4U9 

$12,755 

$1 .990 

$6  456 

570  524 

$1 10.223 

$743,358 

MPDD  ACICi 
IlLunMj  r\/*, 

$b/U338 

$37  256 

$1 9  463 

$1 12.797 

$74  293 

$129,106 

5943,253 

554 y  665 

$50  943 

538  166 

$294  153 

5107  160 

$255,317 

$1 .595  404 

MClKJTAKJ  A 

$635  457 

$43  402 

517  025 

$1 70  482 

580  144 

$192  885 

$1  139  395 

KJDRTW  nAKHTA 
iiun  i  n  ^jMr\v_>  1  /-v 

$251  931 

534  29 1 

514  973 

595  847 

S3'  "74 

538  012 

S466  827 

$  i  lo  22y 

$31  94" 

512  330 

525  307 

S22  478 

547  501 

$317,793 

UTAH 

$214  ,3o2 

54  869 

510  947 

5221  012 

S27  038 

575.945 

S554  193 

v v  t  v_/rvi I rNO 

592  864 

514  319 

510  794 

535  583 

$11  712 

540.295 

5205  566 

ARIZONA 

$25,243 

515  416 

$168  448 

580  220 

$304,202 

$1 .199.619 

CALIFORNIA 

$1 98  61 1 

$8  024 

53.D6B.  / 14 

$9zz.  i  yi 

$1 .655.71 7 

117  Don  7CC 

$1 2.B20.  '65 

HAWAII 

S296  982 

$14,091 

$11  560 

$32,127 

$39,307 

$72,288 

$466  356 

NEVADA 

5255.530 

$16,413 

$10  448 

$136,393 

$33  821 

$49,876 

$502,481 

ALASKA 

543  646 

$4  763 

$15  147 

$16  975 

S3  "79 

$17,327 

$101,639 

IDAHO 

5367  603 

$18  394 

$14,537 

$40  525 

$31  830 

$114,359 

$587  248 

OREGON 

S640  470 

S2  762 

$16  502 

5367  937 

$55  457 

$49,191 

$1  132.318 

WASHINGTON 

51  234  124 

556,933 

$5  923 

5268  318 

5106  860 

$134,782 

51  806.942 

Total 

557  120  952 

S3  701  355 

$1  329  200 

511  452  665 

57.501  098 

$15,266  391 

596.371.661 

APPENDIX  K    Volume  of  LTC  Facilities  and  Surveys,  By  Types,  1996 


Protect  Examination  ol  trie  Poienual  lor  Pnvale  Accredilatjon  and  Deemed  Status  for  Nursing  Homes 
Source  HCFA 


1996 

1996 

1996 

1996 

Intra-SUte 

Number 

Number 

1996  Certified  Certified 

1997  FTE 

Standard 

1996 

1996 

State  Name 

Region 

Regions 

of  SNFs 

of  NFs 

SNF  Beds 

NF  Beds 

Surveyors 

Surveys 

Revisits 

Complaints 

CONNECTICUT 

1 

1 

250 

13 

30893 

949 

89 

253 

146 

152 

MAINE 

1 

1 

136 

0 

9541 

0 

54 

135 

40 

230 

MASSCHUSETTS 

1 

1 

511 

58 

53907 

2525 

128 

574 

282 

703 

NEW  HAMPSHIR 

1 

1 

54 

27 

5801 

2057 

26 

78 

52 

53 

RHODE  ISLAND 

1 

1 

99 

0 

10015 

0 

42 

97 

115 

201 

VERMONT 

1 

1 

40 

5 

3602 

186 

21 

44 

26 

33 

NEW  JERSEY 

2 

1 

262 

70 

40851 

7259 

162 

338 

178 

854 

NEW  YORK 

2 

7 

658 

3 

115067 

291 

631 

616 

412 

'  460 

PUERTO  RICO 

2 

1 

6 

0 

205 

0 

19 

4 

5 

0 

VIRGIN  ISLANDS 

DELAWARE 

3 

1 

39 

6 

4228 

266 

27 

35 

17 

31 

DC 

3 

1 

20 

1 

2827 

244 

27 

20 

3 

24 

MARYLAND 

3 

1 

228 

29 

28600 

1859 

122 

215 

41 

225 

PENNSYLVANIA 

3 

1 

749 

29 

93200 

1657 

360 

801 

321 

555 

VIRGINIA 

3 

1 

212 

67 

24751 

5525 

86 

265 

140 

241 

WEST  VIRGINIA 

3 

1 

96 

44 

7908 

3478 

53 

110 

19 

34 

ALABAMA 

4 

1 

218 

5 

23297 

598 

75 

216 

235 

276 

FLORIDA 

4 

1 1 

694 

9 

73450 

344 

327 

627 

585 

682 

GEORGIA 

4 

7 

305 

53 

33351 

5009 

140 

387 

293 

820 

KENTUCKY 

4 

4 

314 

0 

24046 

0 

174 

314 

141 

672 

MISSISSIPPI 

4 

1 

142 

61 

10827 

5757 

54 

200 

162 

286 

NORTH  CAROLIN 

4 

3 

396 

4 

38843 

329 

148 

399 

317 

484 

SOUTH  CAROLIN 

4 

1 

172 

1 

16106 

88 

48 

173 

199 

189 

TENNESSEE 

4 

4 

262 

81 

30545 

7560 

90 

334 

189 

492 

ILLINOIS 

5 

1 

603 

259 

72149 

2G203 

445 

873 

937 

2569 

INDIANA 

5 

1 

486 

89 

48148 

6404 

203 

552 

610 

1078 

MICHIGAN 

5 

1 

378 

70 

43594 

5107 

249 

437 

632 

525 

MINNESOTA 

5 

1 

434 

22 

44013 

1539 

108 

405 

314 

449 

OHIO 

5 

1 

817 

209 

81012 

12416 

302 

1032 

911 

1242 

WISCONSIN 

5 

1 

334 

86 

40285 

7616 

193 

439 

328 

714 

ARKANSAS 

6 

1 

193 

92 

18249 

8596 

104 

281 

196 

438 

LOUISIANA 

6 

1 

182 

163 

18330 

18920 

164 

339 

1 1 1 

89 

NEW  MEXICO 

6 

1 

74 

12 

6292 

697 

51 

81 

50 

136 

OKLAHOMA 

6 

1 

189 

269 

15697 

21843 

94 

380 

294 

275 

TEXAS 

6 

12 

1028 

308 

92551 

26047 

1120 

1290 

899 

4521 

IOWA 

7 

1 

210 

263 

17379 

18385 

94 

430 

345 

625 

KANSAS 

7 

6 

269 

162 

19456 

9157 

102 

470 

502 

979 

MISSOURI 

7 

15 

467 

129 

42676 

8860 

223 

581 

380 

2303 

NEBRASKA 

7 

5 

146 

91 

12051 

5521 

79 

235 

143 

468 

COLORADO 

8 

1 

200 

23 

17125 

1572 

92 

204 

142 

384 

MONTANA 

8 

1 

101 

2 

71  52 

251 

38 

95 

92 

51 

NORTH  DAKOTA 

8 

1 

88 

0 

35 

87 

83 

17 

SOUTH  DAKOTA 

8 

1 

74 

40 

5803 

2398 

36 

103 

96 

25 

8 

1 

79 

16 

6666 

629 

40 

92 

72 

55 

WYOMING 

33 

5 

2903 

218 

25 

39 

25 

34 

ARIZONA 

9 

2 

155 

2 

15998 

76 

65 

147 

148 

268 

CALIFORNIA 

9 

17 

1295 

121 

117035 

11455 

808 

1340 

1637 

4836 

HAWAII 

9 

1 

37 

6 

3344 

446 

16 

40 

30 

20 

NEVADA 

9 

2 

41 

2 

3886 

260 

32 

46 

70 

76 

ALASKA 

10 

16 

0 

733 

0 

13 

17 

12 

15 

IDAHO 

10 

1 

82 

0 

4737 

0 

40 

83 

81 

89 

OREGON 

10 

3 

128 

36 

11994 

1908 

71 

168 

146 

18 

WASHINGTON 

10 

9 

273 

13 

25988 

894 

182 

287 

274 

2742 

Total 

#N/A 

#N/A 

14275 

3056 

1484228 

243399 

7927 

16808 

134  7  8 

30512 

APPENDIX  L:  Unit  Cost  Data:  FY1998  projected  and  FY96  Actuals,  Source:  HCFA 
Protect  Exammatiouof  me  Potential  tor  Pnvate  Accreditation  and  Deemed  Status  lor  Nursing  Homes 

Source  HCFA  

1998 
Salary /Ret/ 


Fringe  Unit 

FY96  LTC  Survey  Unit 

FY96  LTC  Survey  Unit 

State  Name 

Region 

Costs 

Costs  (Initial  &  Recert) 

Costs  (all  types) 

CONNECTICUT 

1 

$2,428 

$6,480 

$2,386 

MAINE 

1 

S3.981 

$10,829 

$4,296 

MASSCHUSETTS 

1 

$2,842 

$7,184 

$2,893 

NEW  HAMPSHIRE 

1 

$2,478 

$2,415 

$1,281 

RHODE  ISLAND 

1 

$4,278 

$9,614 

$3,245 

VERMONT 

1 

$3,136 

$6,377 

$2,743 

NEW  JERSEY 

2 

$4,510 

$17,618 

$6,502 

NEW  YORK 

2 

$2,755 

$20,112 

$8,834 

PUERTO  RICO 

2 

$7,678 

$2,103 

$1,052 

VIRGIN  ISLANDS 

2 

$1,688 

n.a 

n  a 

DELAWARE 

3 

$3,087 

$22,708 

$8,983 

DC 

3 

$2,907 

n.a 

n.a 

MARYLAND 

3 

$1,281 

$12,396 

$4,930 

PENNSYLVANIA 

3 

$3,154 

$4,533 

$2,033 

VIRGINIA 

3 

$2,446 

$8,245 

$3,640 

WEST  VIRGINIA 

3 

$1,329 

$14,454 

$7,740 

ALABAMA 

4 

$3,747 

$14,505 

$5,037 

FLORIDA 

4 

$2,855 

$14,154 

$5,210 

GEORGIA 

4 

$3,326 

$12,254 

$4,245 

KENTUCKY 

4 

$2,955 

$7,775 

$2,972 

MISSISSIPPI 

4 

$2,702 

$12,629 

$5,525 

NORTH  CAROLINA 

4 

$3,414 

$5,679 

$2,133 

SOUTH  CAROLINA 

4 

$3,043 

$10,956 

$4,130 

TENNESSEE 

4 

$2,727 

$12,930 

$4,562 

ILLINOIS 

5 

$3,261 

$14,281 

$5,449 

INDIANA 

5 

$3,228 

$15,176 

$5,446 

MICHIGAN 

5 

$5,256 

$29,831 

$9,765 

MINNESOTA 

5 

$4,010 

$13,505 

$5,126 

OHIO 

5 

$4,940 

$6,966 

$2,526 

WISCONSIN 

5 

$4,001 

$18,823 

$6,736 

ARKANSAS 

6 

$4,055 

$6,522 

$2,549 

LOUISIANA 

6 

$3,496 

$19,786 

$10,248 

NEW  MEXICO 

6 

$3,529 

$20,523 

$7,231 

OKLAHOMA 

6 

$3,487 

$15,213 

$6,565 

TEXAS 

6 

$4,789 

$5,520 

$2,387 

IOWA 

7 

$3,576 

$14,061 

$5,808 

KANSAS 

7 

$3,341 

$13,927 

$6,009 

MISSOURI 

7 

$1,036 

$14,991 

$5,334 

NEBRASKA 

7 

$2,964 

$14,786 

$6,192 

COLORADO 

8 

$3,743 

$21,076 

$7,925 

MONTANA 

8 

$5,573 

$13,989 

$4,992 

NORTH  DAKOTA 

8 

$2,646 

$14,597 

$5,631 

SOUTH  DAKOTA 

8 

$1  832 

$14,032 

$6,075 

UTAH 

8 

$2  41 1 

$15,228 

$5,338 

WYOMING 

8 

$2,690 

$18,950 

$7,486 

ARIZONA 

9 

$3,577 

$12,086 

$4,312 

CALIFORNIA 

9 

$5,201 

$24,700 

$8,904 

HAWAII 

9 

$7,094 

n  a 

n  a 

NEVADA 

9 

$5,697 

n  a 

n  a 

ALASKA 

10 

$1,591 

$21,863 

$9,370 

IDAHO 

10 

$2,711 

$12,395 

$4,708 

OREGON 

10 

53,114 

$24,029 

$10,813 

WASHINGTON 

10 

$2,862 

$16,825 

$5,875 

Average 

$3  405 

$13,686 

$5,371 

std  dev 

$1,304 

$5,987 

$2,402 

APPENDIX  M:   Health  and  Substandard  Care  Deficiencies,  FY96 

Protect   Examination  of  the  Potential  tor  Private  Accreditation  and  Deemed  Status  tor  Muring  Homes 


Source    U  of  Wisconsin 

Jan  1997  Report  on  670  Data 

Avg  Total 

Avg  # 

#  Substand 

Survey 

State  Name 

Hlth  Def. 

Care  Def. 

Hrs. 

CONNECTICUT 

1.71 

18 

88.31 

MAINE 

2.21 

3 

73.68 

MASSCHUSETTS 

3  38 

68 

99  98 

NEW  HAMPSHIRE 

3.21 

6 

127.59 

RHODE  ISLAND 

329 

0 

119.93 

VERMONT 

2  9 

0 

90.85 

NEW  JERSEY 

2  44 

29 

112.64 

NEW  YORK 

3  13 

22 

1 17  72 

PUERTO  RICO 

6  5 

0 

111  75 

VIRGIN  ISLANDS 

n  a 

n  a 

n  a 

DELAWARE 

8  07 

5 

225.17 

DC 

6  76 

0 

139.59 

MARYLAND 

2.79 

0 

83.67 

PENNSYLVANIA 

3.3 

69 

102.06 

VIRGINIA 

3  36 

45 

88  31 

WEST  VIRGINIA 

4  38 

24 

1 1 1 .26 

ALABAMA 

5  88 

10 

94  63 

FLORIDA 

6  02 

159 

109  92 

GEORGIA 

3  44 

110 

100  64 

KENTUCKY 

2  41 

60 

82  87 

MISSISSIPPI 

4  91 

28 

79  06 

NORTH  CAROLINA 

4  01 

35 

96.51 

SOUTH  CAROLINA 

7  01 

18 

75  35 

TENNESSEE 

6.62 

39 

88  92 

ILLINOIS 

6.54 

62 

132.31 

INDIANA 

6.72 

148 

125  52 

MICHIGAN 

10.29 

69 

112.54 

MINNESOTA 

2.91 

7 

103  66 

OHIO 

5  32 

138 

99.66 

WISCONSIN 

3  15 

5 

132.55 

ARKANSAS 

8  18 

16 

103  11 

LOUISIANA 

4  66 

2 

121  62 

NEW  MEXICO 

2  18 

7 

94  1 1 

OKLAHOMA 

3  72 

32 

74  73 

TEXAS 

4  06 

224 

103  83 

IOWA 

3  97 

26 

78  44 

KANSAS 

6  48 

121 

95  53 

MISSOURI 

4  47 

86 

1 16.23 

NEBRASKA 

361 

52 

103  76 

COLORADO 

2  31 

1 17  23 

MONTANA 

6  38 

6 

124  02 

NORTH  DAKOTA 

6  19 

2 

160  5 

SOUTH  DAKOTA 

4  1 

0 

97  06 

UTAH 

4  38 

6 

126  07 

WYOMING 

2  75 

1 

75  44 

ARIZONA 

5  89 

7 

105  15 

CALIFORNIA 

10  77 

243 

138  7 

HAWAII 

5  19 

0 

128 

NEVADA 

1221 

6 

123  21 

ALASKA 

2  19 

0 

112  06 

IDAHO 

5  23 

1 

99  27 

OREGON 

5  13 

47 

120  82 

WASHINGTON 

7  22 

26 

128  67 

Grand  total 

4  883269 

2099 

Average 

109  11942 
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Appendix  HI 

Inventory  of  Selected  Non-Regulatory  Quality  Improv  ement  Initiatives 


Table  1 


Inventory  by  Clinical  Focus  of  Non-Regulatory  Quality  Improvement  Initiatives  Specific  to 

Long-Term  Care  Facilities  Initiated  Through  HCFA  Central  and  Regional 
 Offices  and  State  Agencies'  


National  Restraint  Reduction  Initiative 
Status  On-going 

Regions  vary  in  phases  of  development, 
implementation  (described  in  more  detail  in 
Table  2). 

Highlights  to  date,  in  each  region,  include 
bringing  diverse  stakeholders  to  the  table  to 
overcome  resistance  to  restraint  reduction. 

Objective:  To  reduce  restraint  use  in  each  state 
to  less  than  10%  within  2  years  of  beginning 
initiative,  less  than  5%  in  3  years  after 
beginning  initiative 


Activities  identified  in  several  regions  are: 

a)  Restraint  reduction  educational  programs, 
regional  conferences,  w  orkshops-  for  provider 
community,  state  agencies.  Including  organizing 
facilities  to  serve  as  restraint  reduction  training 
centers 

b)  Restraint  reduction  workgroups   task  forces 
in  each  state-  broad  spectrum  of  partners/ 
stakeholders  to  study  data  on  use  of  restraints, 
identify  means  to  reduce  use. 

c)  Information  dissemination  of  materials  from 
National  Institute  for  Health  and  Human  Services 

d)  Tracking  of  State,  regional  progress  in  restraint 
reduction  and  reporting  in  National  Restraint 
Reduction  Newsletter 


Restraint  Reduction  Workgroup 

Experts  convened  to  clarify  policy  on  side  rail 
use.  expanded  to  clarify  symptoms. 

Nursing  Home  Restraint  Reduction- 
Production  and  Dissemination  of  Family 
Video 

Everyone  Wins:  Quality  Care  without  Vldeo  has  been  distributed  to  facilities  and  further 

Restraints  distribution  is  planned 

Training  -Nursing  Home  Restraint 

Reduction  Staff  at  the  Jewish  Home  and  Hospital  for  the 

Aged  in  New  York  have  provided  training  and 
mentoring  in  changing  practices  in  several 
regions 

Clinical  Focus:  I'rinary  Incontinence  Reduction  and  Management 


Recommendations  on  side  rail  use  drafted  and 
sent  to  Central  Office,  in  addition,  also  drafted 
changes  in  symptoms  language. 


As  reported  by  informants 


Improvement  in  Urinary  Incontinence 
Management,  Region  I 
Status:  4/97-4/99 

Goal,  to  achieve  improvement  of  urinary 
incontinence  management  in  the  long  term  care 
setting. 

Partners:  HCFA.  State  survey  agencies.  PROs. 


Educational  intervention:  Steering  committee 
will  plan  seminars  and  workshops  for  providers, 
state  agency  personnel  on  clinical  aspects  of 
urinary  incontinence,  programs  and  resources 
available  on  urinary  incontinence  management. 
Data  collection  initiated  to  assess  pre  and  post 
intervention  incidence  of  urinary  incontinence. 


Clinical  Focus:  Reduction  of  Pressure  Ulcers 


Pressure  Ulcer  Prevention  Initiative 
Toledo,  Ohio  Nursing  Home  Pressure 
Ulcer  Prevention  Project 

Experiment  comparing  facilities  in  two  areas 
Toledo  and  Columbus.  Ohio  the  facilities  in 
Toledo  received  the  intervention  and  the 
Columbus  facilities  served  as  a  control. 

Status:  Data  collection  through  3/97 
Partners:  HCFA  central  and  regional  offices. 
Ohio  Academy  of  Nursing  Homes,  Ohio  Health 
Care  Association,  Ohio  Department  of  Health, 
Association  of  Ohio  Philanthropic  Homes, 
Housing  &  Services  for  the  Aging,  AHCA, 
AHCPR,  CHSRA  (University  of  Wisconsin). 


The  intervention  facilities  received  the  AHCPR 
guidelines,  aggregated  data  reports,  and  were 
invited  to  participate  in  a  symposium.  The 
providers'  recall  of  the  most  effective  techniques 
for  receiving  and  acting  on  information  that  was 
directed  at  changing  their  facility  practices  did  not 
clearly  demonstrate  that  one  approach  was  clearly 
superior  to  others  The  presence  of  a  motivated, 
supportive  Director  of  Nursing  was  conducive  to 
the  facility  staff  to  alter  practices  to  reduce 
pressure  ulcer  incidence.  Eleven  of  22  facilities  in 
a  subsample  of  facilities  that  provided  additional 
data  indicated  that  they  changed  procedures  as  a 
result  of  the  information  received.  The  magnitude 
of  changes  was  comparatively  small.  But.  the 
initiative  led  to  a  detectable  decrease  in  the 
incidence  of  pressure  ulcers  among  high-nsk 
residents  as  distinct  from  low-risk  residents.  One 
implication  was  that  the  intervention  raised  staff 
awareness  and  altered  facility  practices  to  prevent 
the  occurrence  of  new  pressure  ulcers  more 
effectively  than  the  treatment  of  existing  pressure 
ulcers. 


Iowa  Partners  for  Resident  Care 
Partners  State  sur\c\  agency.  State  nursing 
home  association 


Developed  a  monetary  incentive  award  for  a 
facility  that  has  an  innovative  idea  in  wound  care, 
prevention  of  pressure  ulcer 


Clinical  Focus:  Reduction  in  I'se  of  Psychotropic  Drugs 


HCFA  Central  Office  -  provided  education 
through  dissemination  of  Psychopharmacological 
Medications  Safety  Precautions  to  facilities. 


Educational  intervention  through  information 
dissemination  was  selected  as  the  means  to  alter 
facility  staff  behavior  owing  to  evidence  from  a 
previously  conducted  study.  That  study  of  two 
nursing  homes  that  were  controls  and  two 
facilities  that  had  an  educational  program  in  the 
use  of  behavioral  management  techniques  led  to 
a  substantial  reduction  in  antipsychotic  use  with 
no  increase  in  the  frequency  of  behavior 
problems 


Focus:  Improvement  in  Quality  Through  Enhanced  Communication 


Washington  State  Information  Exchange 
Workgroup 

Status  Partners  planning  meeting  9/96 
Partners:  Washington  Health  Care  Association, 
Washington  Department  of  Social  and  Health 
Services 

Iowa  Partners  for  Resident  Care 

Status:  On-going 

Project  Focus  Reduce  amount  of  complaints 


Through  workgroups,  the  providers  and  State 
survey  agency  representatives  identify-  what 
information  they  each  have  and  what  might  be 
better  shared  with  the  other. 


Educational  presentation  on  communication 
techniques  to  reduce  complaints,  taught  to 
administrators,  nursing  staff;  residents  and 
families.  Has  resulted  in  empowering  residents 


Focus:  Improvement  in  Overall  Quality  Through  Recognition  of  Best  Practices 


Kansas  Partnering  Group 

Status  On-going,  first  awards  Fall  1996 

Goal  To  promote  excellence  in  nursing 

facilities 


Convened  interagency  group,  including  State 
Health  Care  Association.  Nursing  Home 
Association,  and  called  for  nominations  for  Best 
Practices  Video  project-  what  federal  and  state 
agencies  can  tell  you  about  nursing  facilities 
Resident  satisfaction  questionnaire-  Quality  work 
group-  looking  at  quality  indicators 


Focus:  Improving  Quality  w  ith  the  I  se  of  Quality  Indicators  and  Other  Data 


Ohio  Quality  Care  Indicator  Program 
and  Pathway  Monitoring  Tools 

Partners:  Association  of  Ohio  Philanthropic 
Homes.  Housing  and  Serv  ices  for  the  Aging 
distributing  the  Quality  Monitoring  Pathways 
dev  eloped  by  the  Wisconsin  Association  of 
Homes  and  Serv  ices  for  the  Aging 


Washington  (State)  Thresholds  and 
Interventions  Workgroup 

Partners:  Washington  Health  Care  Association. 
Aging  &  Adult  Serv  ices  Administration- 
Washington  Dept.  of  Social  and  Health  Services 


Since  Feb.  1996.  47  AOPHA  nursing  home 
providers  are  participating  in  the  program  that 
provides  a  consistent  framework  for  collecting 
data  that  can  be  used  to  improve  quality  of  care 
to  the  residents,  systems  of  delivery  within  a 
facility',  and  a  standard  of  care  across  facilities 
The  pathways  were  consistent  with  the  survey 
process  and  were  a  means  to  detect  problems  and 
improve  them  as  part  of  the  facility's  quality 
improvement  processes. 


Workgroup  members  are  identifying  what 
combination  and  contribution  of  multiple  factors: 
data  from  quality  indicators,  changes  in  the  mix 
of  the  resident  population,  serv  ice  delivery  staff 
turnover  and  other  data  would  determine  decline 
in  quality  in  facilities.  This  "threshold"  would  set 
in  motion  various  interventions  to  improv  e 
quality. 


North  Carolina,  Workgroup  to  Develop 
Self-Survey  Modules  to  Improve  Quality 
of  Care 

Partners  North  Carolina  Division  of  Facility 
Services  Licensure  and  Certification  Section. 
Ombudsman  Program  and  industry  organizations 


Based  on  the  different  expectations  that 
surveyors,  industry  representatives  have  of  the 
regulatory  requirements,  the  work  group  was 
formed  to  identify  the  most  frequently  cited 
deficiencies  and  develop  self-survey  modules 
based  on  multiple  data  sources:  OSCAR,  quality 
indicators. 


Focus:  Improving  Quality  with  a  Change  in  Mission  and  Related  Multiple 
Interventions  to  Humanize  Nursing  Facilities 


Eden  Alternative 

60  facilities  in  Missouri  and  100  nationwide  are 
in  various  stages  of  Edenizing  but  this  refers  to 
a  process  that  is  ongoing.  The  concept  must  be 
totally  embraced  so  the  habitat  is  changed  with 
the  integration  of  plants,  animals,  birds, 
children  and  a  sense  of  community  involvement 
in  the  nursing  home  environment. 


The  facilities  that  have  fully  implemented  process 
is  much  smaller  (n=3).  Evaluation  completed  in 
1996  on  facilities  in  NY  showed  that  infection 
rates,  falls,  mortality  rate?  did  not  show 
statistically  significant  change  over  time 
However,  residents  indicate  a  better  quality  of  life 
Program  includes  several  strategies:  reduction  in 
restraints,  children's  program,  animals  in  the 
facility. 


The  North  Carolina  Long  Term  Care  Ombudsman 
Program,  Division,  of  Facility  Sen.  ices  Licensure 
and  Certification  Section,  industry  associations 
have  a  task  force  to  encourage  the  Eden 
Alternative  in  North  Carolina. 


Social  Model 

Providence/Mt.  St.  Vincent  in  Seattle. 
Washington  developed  a  social  model  with 
resident  control  and  high  degree  of  interaction 
in  place  of  medical  model 


Regenerate ve  Co m mun ity 

Live  Oak  Li\  ing  Center  in  El  Sobrante. 
California  instituted  daily  meetings,  involved 
residents  to  connect  with  one  another 


Some  nursing  units  were  transformed  to 

"  neighborhoods.  "  non-nursing  duties  performed 
by  resident  assistants,  nurses  focused  on  health 
care  tasks  and  nursing  care.  Costs  have  been 
incurred  to  remodel  units  with  a  kitchen/den/ 
furnishings.  Consumer  satisfaction  and  evaluation 
research  is  on-going 


Community  developer  works  to  develop 
community  from  within-  focus  is  to  change  the 
culture  of  long  term  care,  empowerment  of 
partners  for  shared  objectives,  shift  to  systems 
management  Research  to  evaluate  changes  are 
ongoing 


Appendix  H2 
Summary  of  National  Restraint  Reduction  Initiative 


Table  2 

National  Restraint  Reduction  Initiative  -  Activity  and  Progress2  by  Region 

Region  Date  of 
Activity 

Type  of  Activity 

Impact 

I   Boston  3/96 

Educational  Presentation 

Trained  600+  state  inspectors,  nursing 
home  providers  on  the  need  for  assessment 
and  alternatives  to  restraints 

I  Boston  1996 

Workgroups,  Reg.  Office 
provides  technical 
assistance 

Groups  established  in  5  of  6  states  -  VT. 
NH,  MA.  RJ.  ME  -  involved  baseline 
questionnaire  to  identify  barriers  to 
reducing  restraint  use.  Trained  all 
surveyors.  Facilities  have  been  provided 
information,  resources  through  on-site 
visits  so  results  are  occurring,  e.g.  a  facility 
reduced  use  of  gen  chairs.  Resistance  to 
change  comes  from  families,  staff,  costs 
associated  with  the  alternatives,  and 
expectations  that  survey  teams  will  not  find 
the  alternatives  to  be  acceptable 

CT  had  separately  developed  initiative 
from  CT  Ombudsman  office  with 
collaborating  partners  who  implemented 
Breaking  the  Bonds  Coalition.  7 
educational  conferences  held  June  1995- 
1997  that  resulted  in  decreasing  the 

UCICClvCU  UdJ  I  IC1  b  LU  tlllUIClllClltlllg 

individualized  care  and  to  reducing 
restraint  use 

1  Boston  1993 

Collaboration  initiated 
Providers,  provider  assns.. 
state  agencies 

Breaking  the  Bonds  reduced  state  restraint 
rate  to  5%-  one  quarter  of  national  average 

II  New  York  1996 

Disseminating  educational 
materials 

State  agencies  meeting  with  provides  to 
review  training  from  National  Institute  for 
Health  and  Human  Sen  ices  1/96 

III  Philadelphia  1996 

Regional  Conference 

Attended  b>  diverse  groups  -  informed 
public  about  initiative 

As  reported  by  informants 


Table  2  (Continued) 
National  Restraint  Reduction  Initiative  -  Activity  and  Progress3  by  Region 

III  Philadelphia  ongoing 

Restraint  Reduction 
Workgroup 

With  Central  Office  -  produced  a  policy 
clarification  on  bed  rail  use,  developed 
means  to  track  regional  and  national 
efforts  on  restraint  reduction 

III  Virginia  -  Spring  1997 

Virginia  Restraint 
Reduction  Task  Force 

Provided  training  to 
facilities,  developed 
Centers  of  Excellence  that 
were  examples  to  other 
facilities 

Efforts  yielded  a  reduction  in  restraint 
rate  from  33%  in  1994  to  16%  in  1 996 
Used  education,  training  and 
recognition  Presently  encountering 
resistance  to  concept  of  restraint 
reduction  which  requires  renewal  of 
efforts. 

III  Pennsylvania  ongoing 

Training  Sessions 

9-10  facilities  serving  as  restraint 
reduction  training  centers  in  state,  also 
distributed  how-to  guide  to  PA  nursing 
facilities 

IV  Georgia 

Sept  1995-Nov  1996 

Task  Force  Partnership 
Beyond  Restraints;  state 
agencies,  provider 
advocacy  groups, 
mentored  by  Jewish  Home 
&  Hospital-  NY 

Focus  has  been  education  to  providers. 
RNs,  LPNs,  CNAs.  Presentations  in 
collaboration  with  GA  Nursing  Home 
Association,  GA  Gerontological 
Society  AHCA  National  Conference. 
State  Ombudsman  Association. 

IV  Georgia -Fall  1996 

Educational  Presentations 
on  Restraint  Reduction. 
Collaborative 
presentations  with  GA 
Gerontological  Society. 
AHCA  National  Conf. 

GA  Nursing  Home  Association  Exec. 
Board..  Reaching  family  members  and 
state  advocates  through  brochures 
developed  by  Alzheimers  Assn  .GA 
Department  of  Human  Resources. 
NCCNHR. 

IV  North  Carolina  -  1996 

Statewide  task  force. 
Ombudsman  office. 
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and  industry 

representatives  to  promote 
appropriate  restraint  use 
and  to  identify  providers 
with  a  higher  than  state 
average 

Educational  efforts  are  aimed  at 
providers  and  separate  education  for 
families  The  Task  Force  consults  to  the 
state  PRO  project  to  reduce  restraint 
use.  Data  are  expected  to  be  collected 
by  the  end  of  1997 

IV  Georgia  -  Dec  1996 

Educational  Presentations 
with  GA  Office  of 
Regulatory  Services. 
Jewish  Home  and  Hospital 
for  the  Aged.  Southern 
PharmacN  Consultants 

Two  GA  Nursing  Home  Association 
Conferences  attended  bv  259  providers 
state-wide 

Outcome  of  the  combined  activities; 
Decline  in  restraint  rate  -  32%  in  April 

1994.  21"  o  in  Sept.  1995  to  13.6%  in 
April  1997 

As  reported  by  informants 


Table  2  (Continued) 
National  Restraint  Reduction  Initiative  Regional  Program 

VI  Texas-  ongoing 

Analysis  of  Changes 

Developed  tracking  method  to  measure 
restraint  rate  changes  in  TX  by  county, 
and  plot  on  detailed  map 

IX  California-  Sept.  1996 

Four  Training  Forums  on 
Restraint  Reduction 

Co-sponsored  by  CA  Department  of 
Health  Services.  Quality  Care  Health 
Foundation.  CA  Association  of  Health 
Facilities.  Consortium  for  Learning  and 
Research  in  Agmg,  CA  Healthcare 
Association.  HCFA  Region  IX;  200 
people  attended  at  each  of  four  sites 

IX  California 

Dissemination  of 
materials 

Region  IX  staff  presented  National 
Restraint  Reduction  Initiative  to  State 
Agency  Directors 

IX  California 

Restraint  reduction 
Educational  Program 

Partnership  with  CA  Department  of 
Health  Sen  ices.  Quality  Care  Health 
Foundation.  CA  Office  of  State 
Ombudsman 

X  Washington- Oct.  1996 

Workshop  on  Reduction 
in  Physical  Restraint  Use 

Attended  by  six  state  surveyors  and  one 
dietitian  surveyor 

Appendix  H3 
List  of  Key  Report  Informants 


Gerald  Artz.  HCFA  Region  III 

Harold  Ballyntyne.  HCFA  Regional  Office 

Steve  Biondi.  Extendicare  Health  Serv  ices 

Sarah  Greene  Burger.  National  Citizens'  Coalition  for  Nursing  Home  Reform 

Vivian  Curry.  Director  of  Quality  Assurance.  Washington  (State)  Health  Care  Association 

Toby  Edelman.  National  Senior  Citizens  Law  Center 

Marv  in  Feuerberg.  HCFA  Central  Office 

Marilyn  Flood,  Sunrise  Health  Care 

Janet  George,  Manorcare  Health  Services 

Heidi  Gelzer.  HCFA  Central  Office 

Peter  Goodman,  HCFA  Region  III 

Joanne  Grubbs.  Director  of  Regulatory  Services.  Georgia  Nursing  Home  Association 
Claire  Hennck.  Regency 

Megan  Hannan,  Long  Term  Care  Consultant,  Kansas  City,  KS 
Jan  Harrington.  Vencor 

Patricia  Ianetta.  FACHCA,  Fellow,  American  College  of  Health  Care  Admimstrators,  Director. 

Riverside  Regional  Convalescent  Center 
Michael  Jessup.  Nursing  Home  Information  Resources  Program  Manager.  Div  of  Residential  Care 

Serv  ices.  Aging  &  Adult  Services,  State  of  Washington 
Joyce  Kelly,  HCFA  Central  Office 
Peggy  Leone.  HCFA  Region  I 
Sharon  Lounsbury,  HCFA  Region  I 

Michael  McCann.  Office  of  State  Ombudsman.  North  Carolina 

Maureen  Mickis.  Michigan  State  University 

Annette  Bauer  Orlonski.  Extendicare  Health  Serv  ices 

Patricia  Perry.  HCFA  Central  Office 

Judy  Powell.  NHC 

kathv  Pozck.  HCFA  Region  VII 

Ellen  Reap.  President  of  the  Association  of  Health  Facility  Survey  Agencies. 

Director  of  Delaware  Licensing  and  Certification  Program 
Mar,  Beth  Ribar.  HCFA  Central  Office 
Vittono  Santoro.  HCFA  Central  Office 

Da\id  Seckman.  Vice  President  Regulatory  Affairs.  American  Health  Care  Association 
Jo\ce  Smith.  HCR 


Joyce  Stockwell,  Div.  of  Residential  Care  Services,  Aging  and  Adult  Serv  ices.  State  of  Washington 
Dr.  Robert  Thomas,  Eden  Alternative,  New  York 
Joyce  Thome.  HCFA  Region  IV 
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Evaluation  of  the  Nursing  Home  Resident 
Assessment  Instrument— Executive  Summary 


Background 

The  Nursing  Home  Reform  Act  in  the 
Omnibus  Budget  Reconciliation  Act  of  1987 
(OBRA-87)  was  the  most  sweeping  reform 
legislation  in  long-term  care  since  the  introduc- 
tion of  Medicare  and  Medicaid.  This  Act,  built 
on  the  strong  foundation  of  an  Institute  of 
Medicine  report,1  contained  a  series  of  important 
reforms  of  standards  aimed  at  enhancing  the 
quality  of  life  and  the  quality  of  care 
experienced  by  the  more  than  Wi  million 
Americans  who  receive  nursing  home  care  each 
day  in  this  country." 

The  Act  also  revamped  the  inspection  or 
survey  process  that  is  the  mainstay  of 
governmental  quality  assurance  efforts;  it 
addressed  the  issue  of  the  inappropriate  use  of 
both  physical  and  chemical  restraints;  and  it 
restructured  the  sanctions  available  for  use 
against  facilities  that  violate  die  regulations. 

In  addition,  the  OBRA-87  reforms  required 
that  nursing  facilities  use  a  clinical  assessment 
tool  known  as  the  Resident  Assessment 
Instrument  (RAT).  The  RAI  was  developed  by  a 
research  consortium  under  contract  with  the 
Health  Standards  and  Quality  Bureau  (HSQB)  of 
the  Health  Care  Financing  Administration 
(HCFA).3,4 

The  RAI  consists  of  the  Minimum  Data  Set 
for  Nursing  Home  Resident  Assessment  and 
Care  Screening  (MDS)  and  18  problem-focused 
Resident  Assessment  Protocols  (RAPs),  as  well 
as  a  quarterly  review  form  and  a  training 
manual.5  The  purpose  of  these  assessments  is  to 
identify  a  resident's  strengths,  preferences,  and 
needs  in  key  areas  of  functioning  and  to  guide 
the  development  of  the  resident's  plan  of  care. 


The  RAT  went  into  effect  as  pan  of  Federal 
law  in  October  1990.  However,  as  a  practical 
matter,  most  States  required  facilities  to  begin 
implementing  the  RAI  starting  in  the  Spring  and 
early  Summer  of  1991. 

This  Executive  Summary  presents  the  major 
findings  of  an  evaluation  of  the  RAI's  imple- 
mentation conducted  by  the  Research  Triangle 
Institute  and  its  collaborators  at  the  Hebrew 
Rehabilitation  Center  for  Aged  in  Boston,  the 
Center  for  Gerontology  and  Health  Care  Re- 
search at  Brown  University,  the  Institute  of 
Gerontology  at  the  University  of  Michigan,  and 
the  Ann  Arbor  Medical  Center. 

The  central  question  in  the  evaluation  of  the 
RAI's  impact  was  whether  it  affected  the  quality 
of  care  received  by  nursing  home  residents. 

A  brief  summary  of  the  study  methods  is 
provided.  This  is  followed  by  a  series  of  tables 
summarizing  the  study  results  and  indicating 
how  the  RAI  affected  both  process  and  outcome 
quality  in  the  nursing  homes  involved  in  the 
study.  Extended  treatment  of  each  of  the  topics 
addressed  in  this  document  is  available 
elsewhere.6"10 

Methods 
Data  Collection 

As  part  of  the  mandated  evaluation  of  the 
RAI,  data  were  collected  on  the  implementation 
of  the  RAI  onsite  at  254  facilities  located  in  42 
counties  in  or  adjacent  to  10  Metropolitan 
Statistical  Areas  (MSAs),  each  in  a  different 
State. 
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These  10  MSAs  were  chosen  to  reflect  envi- 
ronments that  differed  in  reimbursement  strategy, 
reimbursement  level,  and  facility  staffing.  They 
were:  Baltimore,  Maryland,  Cleveland,  Ohio, 
Dallas,  Texas.  Des  Moines,  Iowa,  Hartford,  Con- 
necticut, Minneapolis,  Minnesota,  Nashville, 
Tennessee,  Oakland,  California,  Portland, 
Oregon,  and  Virginia  Beach,  Virginia. 

Data  were  collected  at  these  sites  prior  to 
and  following  the  implementation  of  the  RAJ. 
Prior  to  the  implementation  of  the  RAJ.  baseline 
(Fall,  1990)  and  6-month  follow-up  data  (Spnng, 
1991)  were  collected  on  a  randomJy  selected 
sample  of  over  2,000  residents  in  over  250 
homes  in  these  10  areas.  Data  collection 
involved  reviewing  all  medical  records  related  to 
each  resident  (e.g.,  assessments,  physician's 
orders,  nursing  notes),  reviewing  the  resident's 
care  plan,  and  conducting  a  full  MDS-based 
assessment  of  each  sampled  resident.  This 
included  interviews  with,  and  observation  of,  the 
resident  and  interviews  with  staff,  across 
multiple  shifts,  who  provided  care  to  the  resi- 
dent. In  addition,  we  collected  information  on 
any  time  a  resident  spent  out  of  the  facility  dur- 
ing the  6-month  follow-up  period. 

Following  implementation  of  the  RAI  in 
1993,  another  cohort  of  2,000  residents  was  ran- 
domly selected  from  these  same  facilities.  Again 
the  research  team  collected  baseline  and  6-month 
follow-up  data  on  these  residents.  In  both  the 
pre-RAI  and  the  postimplementation  cohorts,  the 
transitions  of  all  residents  who  were  discharged 
from  the  study  facilities  prior  to  the  6-month 
follow-up  were  tracked.  Analysis  indicated  no 
significant  differences  m  attrition  between 
baseline  and  follow-up  for  the  two  cohorts. 

Finally,  both  prior  to  and  following  the 
implementation  of  the  RAJ,  telephone  interviews 
were  conducted  with  the  facility  administrator 
and  Director  of  Nursing  in  each  of  the  study 
facilities.  They  were  queried  concerning  their 
assessment  and  care  planning  practices  and.  in 
the  postimplemcntation  period,  were  asked  about 
their  experiences  with  the  RAI. 


Research  Questions 

A  wide  range  of  issues  were  addressed  in 
evaluating  the  RAI.  This  summary  addresses 
major  issues  investigated  by  the  research  team, 
including 

-     What  was  the  facility  staff  s  response  to  the 
RAI? 

*    Did  the  RAI  improve  the  assessment  and 
care  planning  process? 

■    How  did  the  RAI  affect  process  quality  in 
facilities? 

«    Did  the  RAI  affect  resident  outcomes9 

Analytic  Approach 

All  of  the  analyses  in  the  evaluation  were 
earned  out  using  individual-level  data.  The 
evaluation  took  place  in  a  series  of  steps.  The 
First  steps  involved  the  calculation  of  descriptive 
statistics  for  items  and  the  investigation  of 
bivariate  relationships  in  the  data. 

The  next  steps  involved  the  use  of 
multivariate  models.  Depending  on  the 
dependent  variable  and  the  research  issue,  the 
research  team  used  ordinary  least  squares  regres- 
sion, logistic  regression,  or  polytomous  logistic 
regression  models. 

All  of  the  data  analyzed  during  the  course  of 
the  RAI  evaluation  were  gathered  using  a 
multistage  sampling  strategy  that  involved 
repeated  measures.  Thus,  all  statistical  analyses 
were  performed  using  analysis  software  (i.e., 
SUDAAN)  that  provides  appropriate  standard 
errors  for  clustered  data.11 

Results 

Staff  Responses  to  the  RAI 

A  majority  of  both  facility  administrators 
and  Directors  of  S'ursing  w  ere  quite  positive 
about  the  effects  of  the  RAI  s  implementation.' 

As  Table  1  indicates,  three-quarters  of  the 
Directors  of  Nursing  believed  that  the  RAJ  is 
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Table  1.  Perceptions  of  Effects  of  RAI  Implementation,  Based  on 
Administrator  and  Director  of  Nursing  Responses  to  Attitudinal  Questions* 


Respondent  and  Item  Percentage  Agreeing 


DON: 

During  RAI  implementation,  clinical  staff  were  strongly 
opposed  to  using  RAI. 

65 

(3.43) 

DON: 

Despite  the  passage  of  time,  clinical  staff  are  still  resistant 
to  using  the  RAI. 

43 

(5.62) 

ADM: 

The  information  that  is  obtained  through  the  RAI  is  worth 
the  time  and  effort  spent  by  staff. 

64 
(4.64) 

ADM: 

The  RAI  is  an  excessive  paperwork  burden. 

68 

(5.98) 

DON: 

Your  facility's  former  assessment  system  was  less  useful 
than  the  RAI. 

75 

(5.58) 

ADM: 

For  the  most  part,  the  RAI  has  improved  the  quality  of 
residents'  clinical  assessments  in  this  facility. 

59 
(6.16) 

ADM: 

For  the  most  part,  the  RAI  has  improved  the  Quality  of 
care  planning  in  this  facility. 

68 

(3.49) 

DON: 

The  RAI  has  improved  the  ability  of  the  staff  to  assess  the 
functional  status  of  residents. 

69 

(5.82) 

DON: 

i  i  ic  nni  i  iao  iiiifjiuvcu  lilts  dUiiuy  Ui  u  it?  oidii  iu  aoocoo  lilt? 

cognitive  status  of  residents. 

61 

(4.18) 

DON: 

Since  RAI  implementation,  the  preferences  of  individual 
residents  have  been  addressed  more  fully  in  care  plans. 

63 
(3.80) 

DON: 

For  residents  identified  as  having  the  same  problem,  the 
RAI  is  helpful  in  individualizing  their  care  plans. 

58 

(5.96) 

DON: 

The  MDS  is  a  good  tool  to  detect  clinically  meaningful 
change  in  resident  functioning. 

78 
(5.57) 

*The  items  originally  varied  in  terms  of  whether  a  positive  response  constituted  a  positive  response  concern- 
ing the  RAI.  They  have  been  transformed  for  this  table  to  aid  in  the  clanty  of  the  presentation.  The  entnes  in 
parentheses  below  the  percentages  are  the  standard  errors  of  the  percentages 


more  useful  than  their  pre-OBRA  assessment 
system.  Sixty  percent  or  more  believed  that  the 
RAI  improved  the  quality  of  assessments  and 
care  plans,  helped  individualize  care  plans,  and 
helped  in  detecting  clinical  change  in  residents. 

Administrators  also  believed  that  the  RAI 
improved  quality  of  assessment  (59  percenti  and 
care  planning  (68  percent)  in  their  facilu.es. 
Sixty-four  percent  said  the  completion  of  the 


RAI  was  worth  the  effort,  although  68  percent 
also  believe  that  the  RAI  constitutes  an 
excessive  paperwork  burden. 

The  results  presented  in  Table  1  are  quite 
posiuve,  especially  given  the  nursing  home 
industry's  historical  antipathy  to  regulation. 
However,  the  telephone  survey  results  reported 
in  Table  1  simply  represent  facility  staff  s  per- 
cepuons  of  the  RAI  and  its  impact.  The  full  im- 
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pact  of  the  RAI  is  seen  in  the  empirical  resident- 
level  information  gathered  both  prior  to  and 
following  the  implementation  of  the  RAJ. 

Effects  on  Assessment  and 
Care  Planning 

The  accuracy  of  assessment  data  and  the 
comprehensiveness  of  care  plans  increased 
significantly  from  the  pre-RAI  to  the  post-RAI 
period. 7 

As  part  of  the  data  collection  process, 
research  nurses  used  the  information  available  in 
residents'  records  (e.g.,  assessments,  orders, 
notes)  to  score  them  on  23  functional  items  (e.g., 
urinary  continence,  short-term  memory,  eating). 

The  accuracy  of  this  information  was  then 
compared  with  the  data  gathered  in  the  full 
functional  MDS  assessment  performed  by  the 
research  nurses,  which  included  information 
from  records,  staff  interviews,  and  interviews 
with  and  observations  of  the  resident. 

Table  2  compares  the  accuracy  of  the  facility 
information  for  these  13  items  in  the  pre-RAI 


and  post-RAI  periods.  As  that  table  demon- 
strates, the  level  of  accuracy  increased  signifi- 
cantly. 

In  the  pre-RAI  period,  only  18  percent  of 
residents  had  accurate  information  in  their 
records  on  all  or  almost  all  (90-100  percent)  of 
the  items.  In  the  post-RAI  period,  the  proportion 
of  residents  with  accurate  information  on  all  or 
almost  all  of  the  23  items  was  almost  three  times 
higher  (49  percent). 

As  pan  of  the  data  collection,  residents'  care 
plans  were  reviewed  to  determine  the  extent  to 
which  their  problems  and  their  potential  for 
improvement  were  being  addressed. 

Resident  Assessment  Protocols  (RAPs) 
identify  problems,  risks  for  the  development  of 
problems,  and  residents'  potential  for  improved 
function  in  18  key  areas  (e.g.,  continence,  mood, 
skin  condition,  ADLs).  These  RAPs  should  help 
facilities  identify  the  need  for  care  planning  and 
develop  appropriate  interventions. 

Table  3  presents  information  on  the  degree 
to  which  problems  identified  by  the  RAPs  were 


Table  2.  Summary  Measures  for  Percentage  of  Accurate  Information 
Available  for  Residents 


Percentage  of  Residents 

Percentage  of  Items 


Assessment  Area 

Accurate 

1990 

1993 

All  items  (23) 

0-59 

30.6 

8.0 

60-89 

51.8 

43.5 

90-100 

17.6 

48.6 

Functional/continence  (12) 

0-59 

36  4 

15.9 

60-89 

37.9 

28.2 

90-100 

25.7 

55.9 

Cognitive/psychosociai  (5) 

0-60 

41.4 

14.3 

80 

29.2 

26.1 

100 

29.4 

59.6 

*The  probabilities  of  the  chi-squares  for  the  three  contingency  tables  formed  by  the  data  presented  above 
(e  g  ,  accuracy  of  ail  items  by  time,  accuracy  of  functional/continence  rtems  by  time)  were  less  than  .0001 
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Table  3.  Percentage  of  Residents  Who  Have  Triggered  RAP  Problem 
Addressed  in  Their  Care  Plan 


Problem  Addressed  (%) 


1990 

1993 

RAP  Area 

Cohort 

Cohort 

Statistical  Significance 

Delirium 

36.6 

29.1 

<.05 

Cognitive  loss 

74.5 

86.5 

<.001 

Visual  function 

47.8 

61.3 

<.001 

Communication 

61.4 

72.3 

<.001 

ADL  rehabilitation 

79.1 

92.3 

<.001 

Incontinence/catheter 

75.6 

84.3 

<.001 

Well-being 

75.2 

79.8 

>.05 

Mood  state 

62.6 

72.6 

<.001 

Behavior 

73.3 

86.2 

<.001 

Activities 

77.8 

84.6 

>.05 

Falls 

55.6 

72.2 

<.001 

Nutritional  status 

87.9 

92.3 

<.001 

Feeding  tubes 

82.4 

93.9 

<.05 

Dehydration 

53.1 

65.5 

<.001 

Dental  care 

30.4 

47.3 

<.001 

Pressure  ulcers 

64.0 

48.7 

<.001 

Psychotropic  drug  use 

43.7 

75.7 

<.001 

Physical  restraints 

68.4 

75.3 

>.05 

addressed  in  residents'  care  plans.  In  13  of  the 
18  RAP  areas,  residents  in  the  post-RAl  penod 
were  significantly  more  likely  to  have  an  identi- 
fied  problem  dealt  with  in  their  care  plans. 

Effects  on  Other  Indicators  of 
Process  Quality 

On  a  range  of  other  indicators  of  process 
quality,  differences  between  the  pre-RAI  and 
post-FLAl  cohorts  provided  evidence  of  better 
quality  of  care  in  the  posl-R.\l  penod.  How  ever, 
on  some  indicators,  there  was  no  evidence  of 
change. 


Table  4  compares  the  process  of  care  from 
the  pre-RAI  and  post-RAl  periods  based  on 
selected  indicators.  This  table  presents  the  preva 
lence  of  various  problems  in  the  two  cohorts. 
Although  unadjusted  prevalences  are  displayed, 
the  statistical  significance  of  the  differences  be- 
tween these  prevalences  was  based  on  logistic 
regression  models  that  contained  covanates  to 
control  for  differences  in  resident  status  across 
the  two  cohorts 

Changes  in  10  of  the  13  indicators  imply 
better  quality  in  the  post-RAl  period.  However, 
those  differences  are  statistically  significant  in 
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Table  4.  Differences  in  Prevalence  of  Problems  in  Process  Quality 


Prevalence  (%) 

1990  1993  Statistical 

Process  Quality  Measure  Cohort  Cohort  Significance 


Process  Quality  Indicators,  Using  Total  Resident  Population 


Any  advanced  directives 

35.2 

57.7 

<.001 

Indwelling  urinary  catheter 

9.8 

7.0 

<.001 

Not  involved  in  activities 

16.6 

12.0 

<,001 

Protective/preventive  skin  care 

56.7 

60.9 

>,05 

Restraints  used 

38.0 

28.5 

<.001 

Average  number  of  days  of  therapy 

.17 

.12 

<.01 

ocess  Quality  Indicators,  Using  Relevant  Subsets  of  the  Total  Population 

Residents  with  inadequate  hearing  and 
no  hearing  aid  or  hearing  aid  not  used 

79.6 

70.3 

<.05 

Residents  with  inadequate  (but  some) 
vision  without  glasses  or  contact  lenses 

22.2 

26.4 

>.05 

Residents  with  no  ostomy  and  bowel 
incontinence  and  no  toileting  program 

13.9 

8.8 

<.001 

Residents  with  urinary  incontinence  and 
no  indwelling  catheter  but  no  toileting 
program 

58.7 

57.6 

>05 

Residents  with  persistent  sad  mood  or 
depression  diagnosis  and  no  mood  im- 
provement in  the  past  90  days  who  are 
not  getting  antidepressants  or  psycho- 
logical therapy 

65.5 

57.5 

>05 

Residents  with  a  behavioral  symptom 
who  do  not  receive  a  behavior  man- 

22.0 

16.1 

<.05 

agement  program 


only  6  of  Lhose  10  instances.  For  example,  in- 
dwelling catheters  were  significantly  less  preva- 
lent; fewer  residents  had  little  or  no  involvement 
in  activities;  residents  with  bowel  incontinence 
were  more  likely  to  have  a  toileting  program; 
and  residents  with  behavior  problems  were  more 
likely  to  be  involved  in  a  behavior  management 


program  that  did  not  rely  exclusively  on  drugs  or 
physical  restraints. 

In  other  areas,  however,  no  positive  change 
was  observed.  In  the  post-RAJ  period,  the  use  of 
antidepressants  for  residents  presenting  with 
symptoms  of  depression  was  not  significantly 
higher.  Also  the  number  of  residents  with  un- 
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nary  incontinence  who  were  on  a  toileting 
program  was  not  different  in  the  two  cohorts. 
And,  significantly  fewer  residents  were  receiving 
specialized  therapy. 

Effects  of  the  RAI  on  Hospitalization 
of  Residents 

The  unadjusted  probability  of  hospitalization 
dropped  from  20.5  in  the  pre-RAI  cohort  to  15.  J 
in  the  post-RAl  cohort.  Multivariate  analysis 
revealed  that  the  relative  adjusted  odds  of  hos- 
pitalization in  the  post-RAl  cohort  were  0.74.  No 
cohort  differences  were  observed  in  death  rates 
or  rates  of  discharge  home.8 

Part  of  the  data  collection  involved  creating 
a  complete  record  of  each  resident's  transitions 
across  care  settings  during  the  6  months  between 
the  baseline  and  the  followup  assessment. 

AnaJyses  of  these  data  indicate  that  the  6- 
month  hospitalization  rate  dropped  from  21 
percent  for  the  pre-RAI  cohort  to  15  percent  for 
the  post-RAl  cohort.  This  drop  occurred  with  no 
significant  change  in  the  6-month  mortality  rate 
for  residents  (11.42  percent  for  the  pre-RAI 
cohort  to  10.8  percent  for  the  post-RAl  cohort). 

All  of  these  findings  were  sustained  after 
controlling  for  resident  characteristics,  including 
the  presence  of  advance  directives  and  analyzing 
the  data  using  polytomous  logistic  regression. 
Table  5  presents  the  results  from  the  general 
multivariate  modeling  of  hospitalization  rates. 

Further  analyses  indicate  that  the  odds  of 
hospitalization  changed  most  significantly  among 
cognitively  impaired  residents.  The  hospitaliza- 
tion rate  changed  only  slightly  for  cognitively  in- 
tact residents.  Finally,  among  survivors,  residents 
whose  ADL  or  cognition  was  stable  were  one- 
third  as  likely  to  be  hospitalized  in  the  post-RAl 
period.  Hospitalization  among  those  who 
declined  in  function  did  not  change. 


Table  5.  Polytomous  Logistic  Regression 
Results  for  First  Discharge  Site — Odds 
of  Being  Hospitalized  Versus  Remain- 
ing in  the  Facility* 


Independent        Adjusted  Statistical 
Variable         Odds  Ratio  Significance 


ADL  impairment 

1.07 

>.05 

Cognitive 
impairment 

.94 

<.01 

Gender  (female) 

.68 

<,001 

Age  (log) 

1.03 

>.05 

Married 

1.49 

>.05 

Long-stay 
resident 

.60 

>.05 

Case-Mix  Index 

1.32 

>.05 

DNR  order 
present 

.63 

<.001 

Post-RAl  cohort 

.74 

<001 

*  Results  for  odds  of  being  discharged  home  or  death 
are  not  presented.  There  were  no  significant  cohort 
effects  on  these  outcomes. 

Effects  of  the  RAI  on  Selected  Health 
Conditions 

Differences  in  the  pre-RAI  and  post-RAl  co- 
horts in  eight  selected  areas  of  heath  were 
analyzed.  The  results  indicate  that,  in  two  of 
these  areas,  residents  in  the  post-RAl  cohort 
exhibited  higher  rates  of  stability.  These  higher 
rates  were  generated  by  lower  rates  of  both 
decline  and  improvement.  However,  the 
reductions  in  decline  outweighed  the  reductions 
in  improvement. 

Eight  health  conditions,  six  of  them  ex- 
plicitly dealt  with  in  RAPs,  were  considered  m 
these  analyses:  dehydration,  falls,  nutritional 
status,  vision,  stasis  ulcers,  pressure  ulcers,  daily 
pain,  and  broken  teeth. 
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Comparing  the  pre-RAI  and  post-RAI 
baseline  rates  for  these  problems,  three  showed 
statistically  significant  differences.  Two  of  these 
three,  dehydration  and  stasis  ulcer,  showed  sig- 
nificant reductions  from  the  pre-RAI  baseline  to 
the  post-RAI  baseline.  Only  daily  pain  was  sig- 
nificantly more  prevalent  in  the  post-RAI  period. 
Three  more  of  the  eight  conditions  showed  re- 
ductions between  the  post-RAI  and  the  pre-RAI 
cohorts,  but  these  differences  did  not  achieve 
statistical  significance. 

Table  6  provides  information  on  the  changes 
from  baseline  to  followup  for  these  eight  condi- 
tions. The  table  presents  regression  parameters 
from  the  logistic  regressions  evaluating  the 
effects  of  membership  in  the  pre-RAI  and  post- 
RAI  cohorts. 

Only  two  of  the  eight  conditions  (nutritional 
status  and  vision)  showed  significant  differences 
in  the  rates  of  change.  For  both  conditions,  resi- 
dents in  the  post-RAI  cohort  were  significantly 
more  likely  to  remain  stable.  This  stability  came 
as  a  result  of  lower  rates  of  both  decline  and 
improvement  among  the  post-RAI  cohort. 


However,  when  one  weighs  the  reductions  in 
decline  against  the  reductions  in  improvement 
for  these  two  indicators,  significantly  more 
residents  avoided  decline  than  failed  to  improve. 
So,  on  balance,  these  changes  resulted  in  better 
outcomes  for  the  post-RAI  cohort. 

Effects  of  the  RAI  on  Selected 
Functional  Outcomes 

Longitudinal  outcomes  in  nine  functional 
areas  were  evaluated.  In  four  of  the  most  crucial 
areas  (ADL  function,  cognitive  function,  urinary 
continence,  and  social  engagement),  resident 
outcomes  were  significantly  better  in  the  post- 
RAI  period.  In  bowel  continence  and  being 
understood,  resident  outcomes  were  basically  no 
different  in  the  two  cohorts.  Communication, 
mood,  and  behavior  outcomes  were  significantly 
worse  in  the  post-RAI  period  than  in  the  pre-RAI 
period.  Detailed  analyses  showed  that  rates  of 
change  in  outcomes  varied  considerably,  de- 
pending on  residents '  functional  status  or  their 
cognitive  status.10 


Table  6.  Logistic  Regressions  of  Effects  of  Cohort  Membership  on 
Decline  and  Improvement  in  Eight  Health  Conditions 


Decline  Improvement 


Health  Condition 

Regression 
Coefficient 

Statistical 
Significance 

Regression 

Coefficient 

Statistical 
Significance 

Dehydration 

.07 

>05 

-.69 

>05 

Fall 

-.23 

>05 

-  10 

>05 

Nutrition 

-.61 

<.001 

-.67 

<001 

Pressure  ulcer 

-.23 

>05 

-  18 

>.05 

Vision 

-.90 

<001 

-.65 

<.001 

Stasis  ulcer 

-  34 

>05 

-.13 

>  05 

Pain 

-.12 

>05 

-.09 

>.05 

Broken  teeth 

-  27 

>  05 

-  40 

>  05 
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In  the  analysis  of  functional  outcomes,  the 
most  striking  result  was  a  significant  increase  in 
the  stability  of  residents'  functional  status  from 
the  pre-RAl  cohort  to  the  post-RAl  cohort. 
Residents  in  almost  all  of  the  nine  functional 
areas  investigated  were  much  more  stable  from 
baseline  to  followup  in  the  post-RAl  cohort  than 
in  the  pre-RAI  cohort. 

The  results  of  multivariate  modeling,  using 
logistic  regression,  indicated  that  these  increased 
rates  of  stability  are  seen  with  decreases  in  the 
rates  of  decline  and  with  some  decreases  in  the 
rates  of  improvement.  Residents  were  signifi- 
cantly less  likely  to  decline  or  to  improve  in  the 
post-RAl  period  than  in  the  pre-RAI  period. 

Preventing  decline  was  a  major  purpose  of 
the  RAI  and  was  one  of  the  key  emphases  in  our 
study.  In  ascertaining  the  overall  effect  of  the 
intervention,  the  issue  then  becomes  a  compar- 
ison of  the  changes  in  the  rates  of  decline  and 
the  rates  of  improvement  for  each  outcome. 
Table  7  presents  this  comparison. 

In  Table  7,  a  single  ratio  is  presented  for 
each  outcome.  The  numerator  in  that  ratio  is  the 
difference  between  the  number  of  residents  who 
declined  in  the  post-RAl  cohort  and  the  number 
who  declined  in  the  pre-RAI  cohort.  The 
denominator  in  the  ratio  represents  the  difference 
in  the  number  of  residents  who  improved  in  the 
post-RAl  cohort  and  the  number  who  unproved 
in  the  pre-RAI  cohort. 

A  ratio  above  1  indicates  that  the  change  in 
the  rate  of  decline  affected  more  residents  than 
did  the  change  in  the  rate  of  improvement.  A 
ratio  below  1  indicates  that  the  change  in  the 
rate  of  improvement  across  the  cohorts  affected 
more  residents  than  did  the  change  in  decline 
rates. 

Three  of  our  measures  focused  on  physical 
function.  Our  summary  measure  of  ADL  func- 
tion and  our  indicator  of  urinary  incontinence 
showed  ratios  significantly  above  1.  Analyses  of 


Table  7.  Estimated  Effects  of  Cohort  Mem- 
bership on  Decline  and  Improvement  in 
Nine  Functional  Areas 


Differences  in  Decline 
Divided  by  Differences 
Functional  Area  in  Improvement 


ADL  function 

2.02 

Cognitive 

1 .92 

performance 

Social  engagement 

1 .89 

Urinary  continence 

1.57 

Bowel  continence 

1.05 

Being  understood 

.95 

Understanding 

.63 

others 

Sad  or  anxious 

.11 

mood 

Unsettled  behavior 

NA 

NA  =  Ratio  could  not  be  computed  because  the  post- 
RAl  cohort  evidencec  increased  decline  and 
decreased  improvement. 


changes  in  bowel  continence  indicated  that  the 
changes  in  decline  and  improvement  rates  large- 
ly balanced  each  other. 

Analyses  that  focused  on  specific  subpopula- 
tions  indicated  that  the  reductions  in  decline  in 
physical  function  occurred  most  often  among 
those  residents  with  the  poorest  baseline  ADL 
status.  Reductions  in  improvement  rates  occurred 
most  often  among  residents  with  less  ADL 
impairment  at  baseline. 

In  the  funcuonal  areas  more  closely  related 
to  cognitive  or  psychosocial  function,  both 
cognitive  performance  and  social  engagement 
showed  ratios  significantly  above  1. 

In  three  areas,  however,  reductions  in  the 
rates  of  improvement  far  outweighed  reductions 
in  the  rates  of  decline.  In  unsettled  behavior. 
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mood  problems,  and  understanding  others, 
outcomes  in  the  post-RAI  cohort  were 
significantly  poorer  than  those  in  the  pre-RAl 
cohort. 

With  these  outcomes,  analyses  of 
subpopulations  indicated  that  reductions  in 
decline  were  most  likely  to  occur  among  the 
least  cognitively  impaired,  while  reductions  in 
improvement  were  more  likely  to  occur  among 
the  more  cognitively  impaired  residents. 

One  of  the  more  puzzling  aspects  of  all  of 
the  results  related  to  outcomes  is  the  observed 
reduction  in  improvement.  Several  explanations 
are  possible,  although  investigation  of  them  is 
beyond  the  scope  of  this  evaluation.  For 
example,  given  a  relatively  stable  level  of 
resources  and  increasing  care  demands,  both  be- 
cause of  growing  impairment  among  residents 
and  because  of  OBRA-87  requirements,  facilities 
may  have  shifted  existing  resources  to  what  they 
viewed  as  the  most  important  goal — preventing 
avoidable  decline. 

This  could  be  viewed  as  the  most  important 
goal  for  several  reasons: 

■  Preventing  or  slowing  rates  of  decline  is  the 
appropriate  clinical  goal  for  most  residents 
in  nursing  facilities  who  suffer  from  a  series 
of  chronic  diseases  and  disabilities  and  for 
whom  full  recovery  is  an  unrealistic  goal. 

■  Facility  staff,  surveyors,  and  families,  too, 
tend  to  regard  decline  as  a  troublesome  out- 
come, potentially  indicative  of  poor  quality 
of  care. 

■  It  may  be  easier  for  staff  to  identify  the 
potential  for  decline  and  to  intervene  to  pre- 
vent it  than  for  them  to  identify  the  potential 
for  improvement  and  put  in  place  ap- 
propriate services.  For  example,  achieving 
improvement  often  requires  interventions 
from  health  care  providers,  such  as  physi- 
cians and  therapists,  who  are  beyond  the 
control  of  the  nursing  home. 


Thus,  this  finding  deserves  further  in- 
vestigation to  ensure  that  nursing  facilities  are 
able  to  implement  the  full  intent  of  the  OBRA- 
87  reforms  by  not  only  helping  residents 
maintain  maximum  practicable  function  but  also 
to  "attain"  that  maximum  level  of  well-being. 

Conclusions 

The  OBRA-87  reforms  constituted  an 
unprecedented  implementation  of  comprehensive 
geriatric  assessment  in  Medicare  and  Medicaid 
certified  nursing  homes. 

The  effects  of  this  implementation  on 
residents  and  staff  in  over  250  nursing  homes  in 
10  States  have  been  briefly  described  in  this 
Executive  Summary. 

Within  these  facilities,  a  majority  of  Di- 
rectors of  Nursing  and  administrators  have 
largely  positive  attitudes  about  the  RAI.  Surveys 
indicate  that: 

■  A  majority  of  Directors  of  Nursing  believe 
the  RAI  is  superior  to  their  former  assess- 
ment system,  helps  staff  better  dentify 
problems,  and  helps  staff  respond  to  resident 
preferences. 

■  A  majority  of  administrators  believe  that  the 
information  obtained  with  RAI  is  worth  the 
time  and  effort,  that  the  RAI  has  improved 
the  quality  of  care  planning  in  their  facility, 
but  that  the  RAI  is  an  excessive  paperwork 
burden. 

The  evaluation  also  documented  a  number  of 
changes  in  the  processes  of  care  after  the  RAI 
went  into  effect.  These  included: 

■  Increases  in  the  amount  of  accurate  clinical 
information  available  about  each  resident 

■  Increases  in  the  proportion  of  a  resident's 
problems  that  were  addressed  in  their  care 
plan 

»    Significant  positive  changes  in  a  number  of 
other  measures  of  process  quality. 


/RTl 


10 


One  of  the  more  striking  changes  docu- 
mented by-  this  study  is  the  significant  reduction 
in  hospitalization  among  the  more  cognitively 
impaired  residents,  without  a  concomitant 
increase  in  mortality. 

When  looking  at  resident  outcomes,  the 
picture  is  somewhat  more  complex.  The  RAJ 
seems  to  have  had  a  major,  positive  effect  in  a 
number  of  areas.  In  many  important  areas,  it 
generated  major  reductions  in  decline  rates,  espe- 
cially among  specific  types  of  residents.  These 
areas  included:  nutrition,  vision,  ADL  function, 
cognitive  performance,  sociaJ  engagement,  and 
urinary  incontinence. 

In  other  areas  (e.g.,  pain,  pressure  ulcers, 
falls),  the  RAJ  had  no  discernible  effect.  In  yet 
other  areas  (i.e.,  mood,  understanding  others,  and 
unsettled  behavior),  it  seems  that  the  RAJ  ad- 
versely affected  improvement  rates  for  some 
groups  of  residents.  These  adverse  effects 
apparently  resulted  from  facilities'  reallocation 
of  effort,  given  the  relatively  constant  level  of 
resources  and  the  increased  information  about 
patient  needs. 

In  summary,  when  the  RAI  was  imple- 
mented, it  was  accepted  by  the  majority  of 
administrators  and  senior  nursing  staff.  It 
improved  the  quality  of  assessment  and  care 
planning  in  the  sampled  facilities.  It  improved 
some  other  aspects  of  the  processes  of  care,  and 
it  significantly  reduced  the  rates  at  which 
residents  were  hospitalized.  The  RAJ  also 
improved  resident  outcomes  in  such  major  areas 
as  ADL  function,  cognitive  performance,  and 
social  engagement. 

These  results  will  form  pan  of  the  basis  for 
future  activities  of  the  Health  Care  Financing 
Administration  related  to  the  RAJ  and  its 
revision  and  updating.1"  In  those  areas  in  which 
the  evaluation  results  found  no  reduction  in 
decline  or  a  reduction  in  improvement,  the  R\Ps 
will  be  subject  to  review  and  revision.  These 
revisions  will  be  aimed  at  assisting  facility  staff 
in  meeting  the  OBRA-87  requirements  that  all 


residents  receive  care  allowing  them  to  function, 
both  physically  and  psychosocially,  at  their 
"highest  practicable  level." 
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STATE  OPERATIONS  MANUAL 

PROVIDER  CERTIFICATION 

Pages  1 14  through  132  of  Transmittal  274  June  1995 

REGULATION 
Section  483.25(e)(l)--Unnecessary  Drugs 

(1)      General.  Each  resident's  drug  regimen  must  be  free  from  unnecessary  drugs. 
An  unnecessary  drug  is  any  drug  when  used: 

(i)  in  excessive  dose  (including  duplicate  therapy);  or 

(ii)  for  excessive  duration;  or 

(iii)  without  adequate  maundering;  or 

(iv)  without  adequate  indications  for  its  use;  or 

(v)  in  the  presence  of  adverse  consequences  which  indicate  the  dose  should 
be  reduced  or  discontinued;  or 

(vi)  any  combinations  of  the  reasons  above. 

GUIDANCE  TO  SURVEYORS 

It  is  important  to  note  that  these  regulations  and  interpretive  guidelines  are  not  meant  to 
cast  a  negative  light  on  the  use  of  psychopharmacological  drugs  in  long  term  care 
facilities.  The  use  of  psychopharmacological  drugs  can  be  therapeutic  and  enabling  for 
residents  suffering  from  mental  illnesses  such  as  schizophrenia  or  depression.  The  goal 
of  these  regulations  and  guidelines  is  to  stimulate  appropriate  differential  diagnosis  of 
"behavioral  symptoms,,  so  the  underlying  cause  of  the  symptoms  is  realized  and  treated 
appropriately.  This  treatment  may  include  the  use  of  environmental  and/or  behavioral 
therapy,  as  well  as,  psychopharmacological  drugs.  The  goal  of  these  regulations  is  also  to 
prevent  the  use  of  psychopharmacological  drugs  when  the  "behavioral  symptom"  is 
caused  by  conditions  such  as:  (1)  environmental  stressors  (e.g.,  excessive  heat,  noise, 
overcrowding,  etc.);  (2)  psychosocial  stressors  (e.g.,  abuse,  taunting,  not  following  a 
resident's  customary  daily  routine);  or  (3)  treatable  medical  conditions  (e.g.,  heart  disease, 
diabetes.  Chronic  Obstructive  Pulmonary  Disease).  Behavioral  symptoms  resulting  from 
these  causes  should  not  be  "covered  up"  with  sedating  drugs. 

An  excellent  differential  diagnostic  process  for  behavioral  symptoms  is  described  in  the 
RAP  on  Behavior  Problems  (soon  to  be  known  as  behavioral  symptoms).  Also,  a  number 
of  very  practical  manuals  are  now  available  that  teach  nursing  personnel  how  to  assess 

and  provide  individualized  care  for  behavioral  symptoms,  which  leads  to  the  avoidance  of 


physical  restraints,  and  unnecessary  drugs.  These  manuals  include,  but  are  not  limited  to, 
the  following  list: 

1 .  "Managing  Behavior  Problems  in  Nursmg  Home  Residents" 
Department  of  Preventive  Medicine 

Vanderbilt  University  School  of  Medicine 

2.  "Retrain,  Don't  Restrain" 

American  Association  of  Homes  and  Services  for  the  Aging,  or 
the  American  Health  Care  Association 

3.  "Innovations  in  Restraint  Reduction" 
American  Health  Care  Association 

4.  "Avoiding  Physical  Restraint  Use:  Now  Standards  in  Care,"  and 
"Avoiding  Drugs  Used  as  Chemical  Restraints:  Now  Standards  in  Care" 
National  Citizens,  Coalition  for  Nursing  Home  Reform 

Guidelines:   Section  483.25mm 

A.      LONG-ACTING  BENZODIAZEPINE  DRUGS 

The  following  long-acting  Benzodiazepine  drugs  should  not  be  used  in  residents 
unless  an  attempt  with  a  shorter-acting  drug  (i.e.,  those  listed  under  B. 
Benzodiazepine  or  Other  Anxiolytic/Sedative  Drugs,  and  under  C.  Drugs  Used  for 
Sleep  Induction)  has  failed. 

After  an  attempt  with  a  shorter-acting  benzodiazepine  drug  has  failed,  a  long- 
acting  benzodiazepine  drug  should  not  be  used  unless: 

—*       Evidence  exists  that  other  possible  reasons  for  the  resident's  distress  have  been 
considered  and  ruled  out.  (See  section  483  25(1)(  1  )(iv);) 

— ►       Its  use  results  in  maintenance  or  improvement  in  the  resident's  functional  status  (to 
evaluate  functional  status,  see  section  483.25(a)  through  (k)  and  MDS,  sections  B 
through  P:  MDS  2.0  sections  B  through  P).  (See  section  483.25(1)0 )(iv);) 

— *       Daily  use  is  less  than  four  continuous  months  unless  an  attempt  at  gradual  dose 
reduction  is  unsuccessful  (see  section  483.25(l)(l)(ii));  and 


Its  use  is  less  than,  or  equal  to.  the  following  listed  total  daily  doses  unless  higher 
doses  (as  evidenced  by  the  residents  response  and/or  the  residents  clinical  record) 


are  necessary  for  the  maintenance,  or  improvement  in  the  resident's  functional 
status.  (See  section  403.25(1)(1)(I).) 


Long-Acting  Benzodiazepines 


Not  Maximum  Doses 


Generic 


Brand 


Daily  Oral 
Dosage 


Flurazepam 
Chlordiazepoxide 


(Dalmane) 

(Librium) 

(Tranxene) 

(Valium) 

(Klonopin) 

(Doral) 


15mg 

20mg 

15mg 

5mg 

i.5mg 

7.5mg 

40mg 


Clorazepate 

Diazepam 

Clonazepam 

Quazepam 

Halazepam 


(Paxipam) 


NOTES: 


1.  When  diazepam  is  used  for  neuromuscular  syndromes  (e.g.,  cerebral  palsy,  tardive 
dyskinesia  or  seizure  disorders),  this  guideline  does  not  apply. 

2.  When  long-acting  benzodiazepine  drugs  are  being  used  to  withdraw  residents  from 
short-acting  benzodiazepine  drugs,  this  guideline  does  not  apply. 

3  .  When  clonazepam  is  used  in  bi-polar  disorders,  management  of  tardive  dyskinesia, 
nocturnal  myoclonus  or  seizure  disorders,  this  guideline  does  not  apply. 

4.  The  daily  doses  listed  under  long-acting  Benzodiazepines  are  doses  (usually 
administered  in  divided  doses)  for  "geriatric,1  or  "elderly"  residents.  The  facility  is 
encouraged  to  initiate  therapy  with  lower  doses  and  when  necessary  only  gradually 
increase  doses.  The  facility  may  exceed  these  doses  if  it  provides  evidence  (see  Survey 
Procedures  and  Probes)  to  show  why  it  was  necessary  for  the  maintenance  or 
improvement  in  the  resident's  functional  status. 

5/'Duplicate  drug  therapy"  is  any  drug  therapy  that  duplicates  a  particular  drug  effect  on 
the  resident.  For  example,  any  two  or  more  drugs,  whether  from  the  same  drug  category 
or  not.  which  have  a  sedative  effect.  Duplicate  drug  therapy  should  prompt  the  facility  to 
evaluate  the  resident  for  accumulation  of  the  adverse  effects. 

6.  For  drugs  in  this  category,  a  gradual  dose  reduction  should  be  attempted  at  least  twice 
within  one  year  before  one  can  conclude  that  the  gradual  does  reduction  in  clinically 
contraindicated. 


BENZODIAZEPINE  OR  OTHER  ANXIOLYTIC/SEDATIVE  DRUGS 


Use  of  listed  Anxiolytic/Sedative  drugs  for  purposes  other  than  sleep  induction 
should  only  occur  when: 

Evidence  exists  that  other  possible  reasons  for  the  resident's  distress  have  been 
considered  and  ruled  out.  (See  section  483  25(1)(  1  )(iv)); 

Use  results  in  a  maintenance  or  improvement  in  the  resident's  functional  status,  (to 
evaluate  functional  status,  see  sections  483.25(a)  through  (k)  and  MDS,  sections  B 
through  ;MDS  2.0  sections  B  through  P).  (See  section  483. 25(l)(l)(iv)); 

Daily  use  (at  any  dose)  is  less  than  four  continuous  months  unless  an  attempt  at  a 
gradual  dose  reduction  is  unsuccessful.  (See  section  483.25(1)( l)(ii)); 

Use  is  for  one  of  the  following  indications  as  defmed  by  the  Diagnostic  and 
Statistical  Manual  of  Mental  Disorders,  Fourth  Edition  (DSM-IV)  or  subsequent 
editions.(See  section  483.25(l)(l)(iv)): 

/       Generalized  anxiety  disorder; 

/       Organic  mental  syndromes  (now  called  "delirium,  dementia,  and  amnestic 
and  other  cognitive  disorders"  by  DSM-IV)  with  associated  agitated 
behaviors,  which  are  quantitatively  and  objectively  documented  (see  note 
number  one)  which  are  persistent  and  not  due  to  preventable  reasons  and 
which  constitute  sources  of  distress  or  dysfunction  to  the  resident  or 
represent  a  danger  to  the  resident  or  others; 

/       Panic  disorder; 

/       Symptomatic  anxiety  that  occurs  in  residents  with  another  diagnosed 
psychiatric  disorder  (e.g.,  depression,  adjustment  disorder);  and 

/       Use  is  equal  to  or  less  than  the  following  listed  total  daily  doses,  unless 
higher  doses  as  evidenced  by  the  resident  response  and/or  the  residents 
clinical  record)  are  necessary  for  the  improvement  or  maintenance  in  the 
residents  functional  status.  (See  section  483  25(1)(  1)(I),  F342.) 

Short-Acting  Benzodiazepines  Not  Maximum  Doses 


Daily  Oral 


Genenc 


Brand 


Dosage 


Lorazepam  (Ativan) 

Oxazepam  (Serax) 

Alprazolam  (Xanax) 

Estazolam  (ProSom) 
OTHER  ANXIOLYTIC  AND  SEDATIVE  DRUGS 

Diphenhydramine  (Benadryl) 

Hydroxyzme  (Atarax,  Vistaril) 

Chloral  Hydrate  (Many  Brands) 


50mg 
50mg 
750mg 


2  mg 
30mg 
0.75mg 
0.5mg 


NOTES: 


1  This  documentation  is  often  referred  to  as  "behavioral  monitoring  charts"  and  is 
necessary  to  assist  in:  (a)  assessmg  whether  the  resident's  behavioral  symptom  is  in  need 
of  some  form  of  intervention,  (b)  determining  whether  the  behavioral  symptom  is 
transitory  or  permanent,  c./  relating  the  behavioral  symptom  to  other  events  in  the 
residents  life  in  order  to  learn  about  potential  causes  (e.g.,  death  in  the  family,  not 
adhering  to  the  resident's  customary  daily  routine),  (d)  ruling  out  environmental  causes 
such  an  excessive  heat,  noise,  overcrowding,  etc.,  (e)  ruling  out  medical  causes  such  as 
pain,  constipation,  fever,  infection.  For  a  more  complete  description  of  behavioral 
monitoring  charts  and  how  they  can  assist  in  the  differential  diagnosis  of  behavioral 
symptom  see  the  RAP  on  behavior  problems  (soon  to  be  known  as  behavioral  symptoms). 

2.  The  daily  doses  listed  under  Short-Acting  Benzodiazepines  are  doses  (usually 
administered  in  divided  doses)  for  "geriatric"  or  "elderly1'  residents.  The  facility  is 
encouraged  to  initiate  therapy  with  lower  doses  and,  when  necessary,  only  gradually 
increase  doses.  The  facility  may  exceed  these  doses  if  it  provides  evidence  (see  survey 
procedures  and  probes)  to  show  why  it  was  necessary  for  the  maintenance  or 
improvement  in  the  resident's  functional  status. 

3.  For  drugs  in  this  category,  a  gradual  dose  reduction  should  be  attempted  at  least  twice 
within  one  year  before  one  can  conclude  that  a  gradual  done  reduction  is  clinically 
conrraindicated. 

4.  Diphenhydramine,  hydroxyzine  and  chloral  hydrate  are  not  necessarily  drugs  of  choice 
for  treatment  of  anxiety  disorders.  They  are  only  listed  here  in  the  event  of  their  potential 
use. 


DRUGS  FOR  SLEEP  INDUCTION 


Drugs  used  for  sleep  induction  should  only  be  used  if: 


Evidence  exists  that  other  possible  reasons  for  insomnia  (e.g.,  depression,  pain,  noise, 
light,  caffeine)  have  been  ruled  out.  (See  section  483.25(l)(l)(iv)); 

The  use  of  a  drug  to  induce  sleep  results  in  the  maintenance  or  improvement  of  the 
resident's  functional  status  (to  evaluate  functional  status,  see  section  483.25(a)  through 
(k)  and  MDS,  sections  B  through  P;  MDS  2.0  sections  B  through  P).  (See  section 
483.25(l)(l)(iv)); 

Daily  use  of  the  drug  is  lose  than  ten  continuous  days  unless  an  attempt  at  a  gradual  dose 
reduction  is  unsuccessful.  (See  section  483.25(l)(l)(ii));  and 

The  dose  of  the  drug  is  equal  or  less  than  the  following  listed  doses  unless  higher  doses 
(as  evidenced  by  the  resident  response  and/or  the  resident's  clinical  record)  are  necessary 
for  maintenance  or  improvement  in  the  residents  functional  status.  (See  section 
483.25(1X1X1)). 

Short-Acting  Benzodiazepines  Not  Maximum  Doses 


Dailv  Oral 

Generic 

Brand  Name 

Dosage 

Temazepam 

(Restoril) 

7.5mg 

Triazolam 

(Halcion) 

0.125mg 

Lorazepam 

(Ativan) 

lmg 

Oxazepam 

(Serax) 

15mg 

Alprazolam 

(Xanax) 

0.25mg 

Estazolam 

(ProSom) 

0.5mg 

Diphenhydramine 

(Benadryl) 

25mg 

Hydroxyzine 

(Atarax,  Vistaril) 

50mg 

Chloral  Hydrate 

(Many  Brands) 

500mg 

Zolpidem 

(Ambien) 

5mg 

NOTES: 

Diminished  sleep  in  the  elderly  is  not  necessarily  pathological. 

The  doses  listed  are  doses  for  "geriatric"  or  "elderly"  residents.  Thefacility  is  encouraged 
to  initiate  therapy  with  lower  doses  and  when  necessary  only  gradually  increase  doses. 
The  facility  may  exceed  thesedoses  if  it  provides  evidence  (see  survey  procedures  and 
probes)  to  show  why  it  was  necessary  for  the  maintenance  or  improvement  in  the 
residents  functional  status. 


3. 


Diphenhydramine,  hydroxyzine,  and  chloral  hydrate  are  not  necessarily  drugs  of  choice 
for  sleep  disorders.  They  are  listed  here  only  in  the  event  of  then  potential  use. 


4.  For  drugs  in  this  category,  a  gradual  dose  reduction  should  be  attempted  at  least  three 

time  within  six  months  before  one  can  conclude  that  a  gradual  does  reduction  is  clinically 
contraindicated. 

D.  MISCELLANEOUS  HYPNOTIC/SEDATIVE/ANXIOLYTIC  DRUGS 

The  initiation  of  the  following  hypnotic/sedative/anxiolytic  drugs  should  not  occur  in 
any  dose  for  any  resident.  (See  Notes  for  exceptions.)  Residents  currently  using  these 
drugs  or  residents  admitted  to  the  facility  while  using  these  drugs  should  receive  gradual 
dose  reductions  an  part  of  a  plan  to  eliminate  or  modify  the  symptom  for  which  they  are 
prescribed.  A  gradual  dose  reduction  should  be  attempted  at  least  twice  within  one  year 
before  one  can  conclude  that  the  gradual  dose  reduction  is  clinically  contraindicated. 
Newly  admitted  residents  using  these  drugs  may  have  a  period  of  adjustment  before  a 
gradual  dose  reduction  in  attempted. 

(CAUTION:  DO  NOT  ENCOURAGE  RAPID  WITHDRAWAL  OF  THESE 
DRUGS.  THIS  MIGHT  RESULT  IN  SEVERE  PHYSIOLOGICAL 
WITHDRAWAL  SYMPTOMS.) 


BARBITURATES  (EXAMPLES) 


GENERIC 


BRAND 


Amobarbital 
Butabarbital 
Pentobarbital 
Secobarbital 
Phenobarbital 
Amobarbital-Secobarbital 
Barbiturates  with 
other  drugs 


(Amytal) 
(Butisol  others) 
(Nembutal) 
(Seconal) 
(Many  Brands) 
(Tuinal) 
(e.g.,  Fionnal) 


MISCELLANEOUS  HYPNOTIC/SEDATIVE/ ANXIOLYTICS 


GENERIC  BRAND 
Glutethimide  (Doriden) 


Methprylon 
Ethchlorvynol 
Meprobamate 
Paraldehyde 


(Noludar) 
(Placidyl) 
(Equinal,  Miltown) 
(Many  Brands) 


Any  sedative  drug  is  excepted  from  this  Guideline  when  used  as  a  single  dose  sedative  for 
dental  or  medical  procedures. 

Phenobarbital  is  excepted  from  this  Guideline  when  used  in  the  treatment  of  seizure 
disorders. 

When  miscellaneous  Hypnotic/Sedative/ Anxiolytic  Drugs  are  used  outside  these 
Guidelines  they  may  be  unnecessary  drugs  as  a  result  of  inadequate  indications  for  use. 
(See  Survey  Procedures  and  Probes.) 

ANTIPSYCHOTIC  DRUG  DOSAGE  LEVELS 

The  following  examples  of  antipsychotic  drugs  should  not  be  used  in  excess  of  the  listed 
doses  for  residents  with  organic  mental  syndrome  (now  called  "delirium,  dementia,  and 
amnestic  and  other  cognitive  disorders1'  by  DSM-IV)  unless  higher  doses  (as  evidenced 
by  the  resident's  response  or  the  resident's  clinical  record)  are  necessary  to  maintain  or 
improve  the  residents  functional  status.  To  evaluate  functional  status,  see  sections 
483.25(a)  through  (k)  and  MDS,  sections  B  through  P;  MDS  2.0.  sections  B  through  P. 


GENERIC 

Chlorpromazine 

Promazine 

Triflupromazine 

Thioridazine 

Mesondazine 

Acetophenazine 

Perphenazine 

Fluphenazine 


ANTIPSYCHOTIC  DRUGS 


BRAND 
(Thorazine) 


NOT  MAXIMUM  DOSES 

DAILY 

ANTIPSYCHOTIC 
ORAL  DOSAGE 
FOR  RESIDENTS  WITH 
ORGANIC  MENTAL 
SYNDROMES  MG/DAY 


( Prolixin Permitil) 


(Sparine) 

(Vesprin) 

(Mellaril) 

(Serentil) 

(Tindal) 

(Trilafon) 


75 

150 

20 

75 

25 

20 

8 

4 


Trifluoperazine 

(Stelazine) 

8 

Chlorprothixene 

(Taractan) 

75 

Thiothixene 

(Navane) 

7 

Halopendol 

(Haldol) 

4 

Molindone 

(Moban) 

10 

Loxapine 

(Loxitane) 

10 

Clozapine 

(Clozaril) 

50 

Prochlorperazine 

(Compazine) 

10 

Risperidone 

(Risperdal) 

4 

NOTES: 

1.  The  doses  listed  are  daily  (usually  administered  in  divided  doses),  doses  for  residents 
with  organic  mental  syndromes  (now  called  Delirium,  Dementia,  and  Amnestic  and  other 
cognitive  disorders  by  DSM-IV) .  The  facility  is  encouraged  to  initiate  therapy  with  lower 
doses  and  when  necessary  only  gradually  increase  doses.  The  facility  may  exceed  these 
doses  if  it  provides  evidence  (see  Survey  Procedures  and  Probes)  to  show  why  it  is 
necessary  for  the  maintenance  or  improvement  in  the  resident's  functional  status. 

2.  The  "specific  conditions"  for  use  of  antipsychotic  drugs  are  listed  under  the  Guideline  for 
sections  483.25(1)(1)  and  (2). 

3.  The  dose  of  prochlorperazine  may  be  exceeded  for  short  term  (seven  day)  treatment  of 
nausea  and  vomiting.  Residents  with  nausea  and  vomiting  secondary  to  cancer  or  cancer 
chemotherapy  can  also  be  treated  with  higher  doses  for  longer  periods  of  time. 

4.  When  antipsychotic  drugs  are  used  outside  these  Guidelines  without  valid  reasons  for  the 
higher  dose,  they  may  be  deemed  unnecessary  drugs  as  a  result  of  excessive  dose. 

F.  MONITORING  FOR  ANTIPSYCHOTIC  DRUG  SIDE  EFFECTS 

The  facility  assures  that  residents  who  are  undergoing  antipsychotic  drug  therapy  receive 
adequate  monitoring  for  significant  side  effects  of  such  therapy  with  emphasis  on  the 
following: 

Tardive  dyskinesia: 
Postural  (orthostatic)  hypotension: 
Cognitive/behavior  impairment; 
Akathisia:  and 
Parkinsonism. 


NOTES: 


For  a  more  detailed  description  of  these  side  effects,  see  the  RAP: 

Psychotropic  Drug  Use,  pg.  F-72,  Resident  Assessment  Instrument  Training  Manual  and 

Resource  Guide.  1990  edition. 

When  antipsychotic  drugs  are  used  without  monitoring  for  these  side  effects,  they  may  be 
unnecessary  drugs  because  of  inadequate  monitoring. 


The  under  diagnosis  and  under  treatment  of  depression  in  nursing  home  has  been 
documented  in  a  Journal  of  the  American  Medical  Association  paper  entitled  "Depression 
and  Mortality  in  the  Nursing  Home"  (JAMA,  February  27,  199 1 -vol.  265,  No.  8).  HCFA 
continues  to  support  the  accurate  identification  and  treatment  of  depression  in  nursing 
homes. 

The  surveyor  should  not  urge  a  facility  to  use  behavioral  monitoring  charts  (e.g., 
documenting  quantitatively  (number  of  episodes)  and  objectively  (e.g.,  withdrawn 
behavior  such  as  staying  in  their  room,  refusal  to  speak,  etc.)  when  antidepressant  drugs 
are  used  in  nursing  homes.  Such  charts  are  promoted  in  the  interpretative  guidelines  for 
antipsychotic  and  benzodiazepine  and  other  anxiolytic/sedative  drugs  (see  pages  14  and 
5),  but  NOT  for  antidepressant  drugs.  These  charts  my  be  helpful  for  monitoring  the 
effects  of  antidepressant  drugs  in  nursing  homes,  but  they  may  place  additional 
paperwork  burden  on  the  facility  and  thus  act  as  a  deterrent  to  the  appropriate  diagnosis 
and  treatment  of  this  condition. 

The  following  is  a  list  of  commonly  used  antidepressant  drugs: 


G. 


ANTIDEPRESSANT  DRUGS 


Antidepressant  Drugs 


Generic  Name 


Brand  Name 


Amitriptyline* 

Amoxapine 

Desipranune 

Doxepin* 

Imiprmine* 

Maprotiline 

Nortriptyline 


(Elavil) 
(Asendin) 

(Norpramin,  Pertofrane) 


(Sinequan) 
(Tofranil) 
( Ludiomil) 


(Aventyl,  Pamelor) 


Protriptyline 

^  V  1  VdClll ) 

Trimipramine* 

f  Surmnntin 

Fluoxetine 

\rl UZdC ) 

Sertraline 

Trazodone 

Clomipramine* 

( Anafranin 

Paroxetine 

(Paxil) 

Bupropion 

fWpllhutnn} 
^  vv  ciiuuii  in ) 

Isocarbcxazid  * 

^ividrpidJi ) 

Phenelzine* 

(Nardil) 

Tranylcypromine* 

(Parnate) 

Venlafaxine 

(Effexor) 

Nefazodone 

(Serzone) 

Fluvoxamine 

(Luvox) 

These  are  not  necessarily  drugs  of  choice  for  depression  in  the  elderly.  They  are 
listed  here  only  in  the  event  of  their  potential  use. 

Procedures:  Section  481250X1) 

Consider  drug  therapy  "unnecessary1'  only  after  determining  that  the  facility's  use  of  the 
drug  is: 

In  excessive  dose  (including  duplicate  drug  therapy); 
For  excessive  duration; 
Without  adequate  monitoring; 
Without  adequate  indications  of  use; 

In  the  presence  of  adverse  consequences  which  indicate  the  dose  should  be 
reduced  or  discontinued;  or 
Any  combination  of  the  reasons  above. 

Allow  the  facility  the  opportunity  to  provide  a  rationale  for  the  use  of  drugs  prescribed 
outside  the  preceding  Guidelines.  The  facility  may  not  justify  the  use  of  a  drug 
prescribed  outside  the  proceeding  Guidelines  solely  on  the  basis  of  "the  doctor  ordered 
it."  This  justification  would  render  the  regulation  meaningless.  The  rationale  must  be 
based  on  sound  risk-benefit  analysis  of  the  resident's  symptoms  and  potential  adverse 
effects  of  the  drug. 

Examples  of  evidence  that  would  support  a  justification  of  why  a  drug  is  being  used 
outside  these  Guidelines  but  in  the  best  interests  of  the  resident  may  include,  but  are  not 
limited  to: 


A  physician's  note  indicating  for  example,  that  the  dosage,  duration,  indication, 
and  monitoring  are  clinically  appropriate,  and  the  reasons  why  they  are  clinically 
appropriate:  this  note  should  demonstrate  that  the  physician  has  carefully 
considered  the  risk/benefit  to  the  resident  in  using  drugs  outside  the  Guidelines; 

A  medical  or  psychiatric  consultation  or  evaluation  (e.g.,  Geriatric  Depression 
Scale)  that  confirms  the  physician's  judgment  that  use  of  a  drug  outside  the 
Guidelines  is  in  the  best  interest  of  the  resident; 

Physician,  nursing,  or  other  health  professional  documentation  indicating  that  the 
resident  is  being  monitored  for  adverse  consequences  or  complications  of  the  drug 
therapy; 

Documentation  confirming  that  previous  at  dosage  reduction  have  been 
unsuccessful; 


Documentation  (including  MDS  documentation)  showmg  residents  subjective  or 
objective  improvement,  or  maintenance  of  function  while  taking  the  medication; 

Documentation  showing  that  a  resident's  decline  or  deterioration  is  evaluated  by 
the  interdisciplinary  team  to  determine  whether  a  particular  drug,  or  a  particular 
dose,  or  duration  of  therapy,  may  be  the  cause; 

Documentation  showing  why  the  residents  age,  weight,  or  other  factors  would 
require  a  unique  drug  dose  for  drug  duration,  indication,  monitoring;  and 

Other  evidence  the  survey  team  may  deem  appropriate. 


If  the  survey  team  determines  that  there  is  a  deficiency  in  the  use  of  antipsychotics, 

cite  the  facility  under  either  the  "unnecessary  drug"  regulation  or  the  "antipsychotic  drug" 

regulation,  but  not  both. 


NOTE. 


The  unnecessary  drug  criterion  of  "adequate  indications  for  use"  does  not 
simply  mean  that  the  physician's  order  must  include  a  reason  for  using  the  ding 
(although  such  order  writing  is  encouraged).  It  means  that  the  resident  lacks  a 
valid  clinical  reason  for  use  of  the  drug  as  evidenced  by  tlv  survey  team's 
evaluation  of  some,  but  not  necessarily  all.  of  the  following:  resident  assessment, 
plan  of  care,  reports  of  significant  change,  progress  notes,  laboratory  reports, 
professional  consults,  drug  orders,  observ  ation  and  interview  of  the  resident,  and 
other  information. 


REGULATION 


Section  483.25(e)(2)(l)--Antipsychotic  Drugs.  Based  on  a  comprehensive  assessment 
of  a  resident,  the  facility  must  ensure  that-- 

(i)     Residents  who  have  not  used  antipsychotic  drugs  are  not  given  these 
drugs  unless  antipsychotic  drug  therapy  is  necessary  to  treat  a  specific  condition  as 
diagnosed  and  documented  in  the  clinical  record. 

GUIDANCE  TO  SURVEYORS 

Guidelines:   Section  483.25(1X2)^ 

For  a  list  of  examples  of  commonly  used  antipsychotic  drugs,  see  E.  under  Interpretive 
Guideline  for  section  483.25  (1)(1),  Unnecessary  drug. 

Antipsychotic  drugs  should  not  be  used  unless  the  clinical  record  documents  that  the 
resident  has  one  or  more  of  the  following  "specific  conditions" : 


1. 

Schizophrenia; 

2. 

Schizo-affective  disorder; 

3. 

Delusional  disorder; 

4. 

Psychotic  mood  disorders  (including  mania  and  depression  with  psychotic 

features); 

5. 

Acute  psychotic  episodes; 

6. 

Brief  reactive  psychosis; 

7. 

Schizophreniform  disorder; 

8. 

Atypical  psychosis; 

9. 

Tourette's  disorder; 

10. 

Huntington's  disease; 

11. 

Organic  mental  syndrome  (now  called  delirium,  dementia,  and  amnestic  and 

other  cognitive  disorders  bv  DSM-IV)  with  associated  psvchotic  and/or  agitated 

behaviors: 


a.      Which  have  been  quantitatively  and  objectively  documented.  This 
documentation  is  necessary  to  assist  in: 

( 1 )  assessing  whether  the  resident's  behavioral  symptom  is  in  need  of  some 
form  of  intervention. 

(2)  determining  whether  the  behavioral  symptom  in  transitory  or  permanent. 

(3)  relating  the  behavioral  symptom  to  other  events  in  the  resident's  life  in 
order  to  learn  about  potential  causes  (e.g..  death  in  the  family,  not  adhering 
to  the  resident's  customary  daily  routine). 


(4)  ruling  out  environmental  causes  such  as  excessive  heat,  noise, 
overcrowding, 

(5)  ruling  out  medical  causes  such  as  pain,  constipation,  fever,  infection. 
For  a  more  complete  description  of  behavioral  monitoring  charts  and  how 
they  can  assist  in  the  differential  diagnosis  of  behavioral  symptoms  see  the 
RAP  on  behavior  problems  (soon  to  be  known  as  behavioral  symptoms); 
and 

b.  Which  are  persistent;  and 

c.  Which  are  not  caused  by  preventable  reasons;  and 

d.  Which  are  causing  the  resident  to: 

( 1 )  Present  a  danger  to  himself/herself  or  to  others;  or 

(2)  Continuously  scream,  yell,  or  pace  if  these  specific  behaviors  cause  an 
impairment  in  functional  capacity  (to  evaluate  functional  capacity,  see 
sections  483.25  (a)  through  (k)  and  MDS  sections  B  through  P;  MDS  2.0 
sections  B  through  P);  or 

(3)  Experience  psychotic  symptoms  (hallucinations,  paranoia,  delusions)  not 
exhibited  as  dangerous  behaviors  or  as  screaming,  yelling,  or  pacing  but  which 
cause  the  resident  distress  or  impairment  in  functional  capacity;  or 

12.  Short-term  (7  days)  symptomatic  treatment  of  hiccups,  nausea,  vomiting  or  pruritus. 
Residents  with  nausea  and  vomiting  secondary  to  cancer  or  cancer  chemotherapy 
can  be  treated  for  longer  periods  of  time. 

Antipsychotics  should  not  be  used  if  one  or  more  of  the  following  is/are  the  only  indication  . 

Wandering; 
Poor  self  care; 
Restlessness; 
Impaired  memory; 
Anxiety; 

Depression  (without  psychotic  features); 

Insomnia; 

Unsociability; 

Indifference  to  surroundings; 

Fidgeting; 

Nervousness; 


Uncooperativeness;  or 

Agitated  behaviors  which  do  not  represent  danger  to  the  resident  or  others. 


REGULATION 

Section  483.25(e)(2)(ii)--Residents  who  use  antipsychotic  drugs  receive  gradual  dose 
reductions,  and  behavioral  interventions,  unless  clinically  contraindicated,  in  an  effort 
to  discontinue  these  drugs. 

GUIDANCE  TO  SURVEYORS 

Guidelines:  Section  483.25(l)(2)(ii) 

Residents  must,  unless  clinically  contraindicated,  have  gradual  dose  reductions  of  the 

antipsychotic  drug.  The  gradual  dose  reduction  should  be  under  close  supervision.  If  the 
gradual  dose  reduction  is  causing  an  adverse  effect  on  the  resident  and  the  gradual  a 
reduction  is  discontinued,  documentation  of  this  decision  and  the  reasons  for  it  should  be 
included  in  the  clinical  record.  Gradual  dose  reductions  consist  of  tapering  the  resident's 
daily  dose  to  determine  if  the  resident's  symptom  can  be  controlled  by  a  lower  does  or  to 
determine  if  the  dose  can  be  eliminated  altogether. 

"Behavioral  interventions"  means  modification  of  the  resident's  behavior  or  the  resident's 
environment,  including  staff  approaches  to  care,  to  the  largest  degree  possible  to 
accommodate  the  resident's  behavioral  symptoms. 

"Clinically  contraindicated"  means  that  a  resident  NEED  NOT  UNDERGO  A  "gradual 
dose  reduction"  or  "behavioral  interventions"  IF: 

1 .  The  resident  has  a  "specific  condition"  (as  listed  under  one  through  ten  on  page  P- 
185)  and  has  a  history  of  recurrence  of  psychotic  symptoms  (e.g.,  delusions, 
hallucinations),  which  have  been  stabilized  with  a  maintenance  dose  of  an 
antipsychotic  drug  without  incurring  significant  side  effects, 

2.  The  resident  has  organic  mental  syndrome  (now  called-"Delinum,  Dementia,  and 
Amnestic  and  other  Cognitive  Disorders"  by  DSM-IV)  and  has  had  a  gradual  dose 
reduction  attempted  TWICE  in  one  year  and  that  attempt  resulted  in  the  return  of 
symptoms  for  which  the  drug  was  prescribed  to  a  degree  that  a  cessation  in  the 
gradual  dose  reduction,  or  a  return  to  previous  dose  reduction  was  necessary;  or 

3.  The  resident's  physician  provides  a  justification  why  the  continued  use  of  the  drug 
and  the  dose  of  the  drug  is  clinically  appropriate.  This  justification  should 
include:  (a)  a  diagnosis,  but  not  simply  a  diagnostic  label  or  code,  but  the 


description  of  symptoms; 

(b)  a  discussion  of  the  differential  psychiatric  and  medical  diagnosis  (e.g.,  why 
the  residents  behavioral  symptom  is  thought  to  be  a  result  of  a  dementia  with 
associated  psychosis  and/or  agitated  behaviors,  and  not  the  result  of  an 
unrecognized  painful  medical  condition  or  a  psychosocial  or  environmental 
stressor); 

(c)  a  description  of  the  justification  for  the  choice  of  a  particular  treatment,  or 
treatments;  and 

(d)  a  discussion  of  why  the  present  dose  is  necessary  to  manage  the  symptoms  of 
the  resident.  This  information  need  not  necessarily  be  in  the  physician's  progress 
notes,  but  must  be  a  part  of  the  resident's  clinical  record. 

Procedures:  Section  483.25(l)(2)m  and  (ii) 

In  determining  whether  an  antipsychotic  drug  is  without  a  specific  condition  or  that 
gradual  dose  reduction  and  behavioral  interventions  have  not  been  performed,  allow  the 
facility  an  opportunity  to  justify  why  using  the  drug  outside  the  Guidelines  is  in  the  best 
interest  of  the  resident. 

Examples  of  evidence  that  would  support  a  justification  of  why  a  drug  is  being  used 
outside  the  Guidelines,  but  in  the  best  interest  of  the  resident,  may  include,  but  are  not 
limited  to: 

o        A  physician's  note  indicating  that  the  use  of  the  drug,  or  continued  use  of  the  drug 
is  clinically  appropriate,  and  the  reasons  why  this  use  is  clinically  appropnate. 
This  note  must  demonstrate  that  the  physician  has  carefully  considered  the 
risk/benefit  to  the  resident  in  using  drugs  outside  these  Guidelines. 

o       A  medical  or  psychiatric  consultation  or  evaluation  (e.g..  Geriatric  Depression 
Scale)  that  confirms  the  physician's  judgment  that  use  of  a  drug  outside  the 
Guidelines  is  in  the  beat  interest  of  the  resident. 

o        Physician,  nursing,  or  other  health  professional  documentation  indicating  that  the 
resident  is  being  monitored  for  adverse  consequences  or  complications  of  the  drug 
therapy. 

o        Documentation  confirming  that  previous  attempts  at  dosage  reduction  have  been 
unsuccessful. 

o        Documentation  (including  MDS  documentation)  showing  resident's  subjective  or 
objective  improvement  or  maintenance  of  function  while  taking  the  medication. 


o  Documentation  showing  that  a  resident's  decline  or  deterioration  is  evaluated  by 
the  interdisciplinary  team  to  determine  whether  a  particular  drug,  or  a  particular 
dose,  or  duration  of  therapy,  may  be  the  cause. 

o        Documentation  showing  why  the  resident's  age,  weight,  or  other  factors  would 
require  a  unique  drug  dose  or  drug  duration. 

o        Other  evidence  the  surveyor  may  deem  appropriate. 

While  the  facility  can  refer  to  a  physician's  justification  as  a  valid  justification 

for  use  of  a  drug,  it  may  not  justify  the  use  of  a  drug,  its  dose,  its  duration,  solely  on  the 

basis  that  "the  doctor  ordered  it." 

If  the  survey  team  determines  that  there  is  a  deficiency  in  the  use  of  antipsychotic,  cite 
the  facility  under  either  the  "unnecessary  drug"  regulation  or  the  "antipsychotic  drug,  but 
not  both. 


Appendix  13 

References  And  Data  Used  To  Determine  Psychopharmacologic  Medication  Trends 


Appendix  E  presents  the  references  used  in  Tables  1  to  5.  It  also  provides  more  detailed 
data  from  the  references  used  to  determine  the  effect  of  OBRA  87  on  trends  in 
psychopharmacologic  medication  use  in  nursing  homes  in  the  United  States. 

Chart  1:  Psychopharmacological  Drug  Use:  Non-Longitudinal  Studies 

Chart  2:  Psychopharmacological  Drug  Use:  Longitudinal  Studies 

Chart  3:  Psychopharmacologic  Drug  Use  Studies  Omitted  From  The  Data  Base  And 
Reasons  For  Omission 

References:   For  Tables  1  to  5  in  Text  and  Charts  1-3  in  Appendix 
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APPENDIX  14 


INVENTORY  OF  RESTRAINT  LITERATURE/VIDEO 

LEGISLATION,  REGULATIONS  AND  POLICIES: 

§1819(c)(lXA)(ii)  --  Requirements  Relating  to  Residents'  Rights 
Title  18  of  the  Social  Security  Act 

Federal  Register/Vol.  57.  No.  24  February  5.  1992  Proposed  Rule 

This  rule  proposes  to  amend  §483. 13  resident  behavior  and  facility  practices 

and  includes  "restraints." 

FDA  Proposed  Rule  on  Protective  Restraints:  Federal  Register  (June  19. 
1992) 

The  FDA  proposed  to  revise  the  current  protective  restraint  classification 
regulation.  Current  FDA  classification  for  protective  restraints  "a  device 
usually  a  wristlet,  anklet  or  other  type  of  strap,  that  is  intended  for  medical 
purposes  and  that  limits  a  patient's  movement  to  the  extent  necessary  for 
treatment,  examination  or  protection  of  the  patient."  FDA's  proposed  rule 
will  complement  HCFA's  regs  and 

February  5,  1992,  NPRM  for  restraint  use  by  addressing  directions  for  use 
issues  that  may  improve  patient  safety  by  educating  personnel  or  by 
facilitating  proper  application  ...  FDA's  proposed  rule  would  permit  FDA  to 
require  that  all  restraints  will  incorporate  easy  to  follow  directions  for 
application,  handling  and  supervision. 

Surveyor  Guidebook  on  Dementia.  3.4-page  16-HSOB 
Contains  HCFA's  definition  of  physical  restraints. 

Guidance  to  Surveyors-Tag  number  F220-A 

Long  Term  Care  Resident  Assessment  Instrument  User's  Manual.  Version  2.0 
3-124 

Restraint  and  Seclusion.  Proposed  Standards  and  Intent  Statement-Joint 
Commission  July  11,  1995 

TRAINING  MATERIALS 
HCFA: 

"Understanding  Behavioral  Symptoms  in  Nursing  Homes"  (24  minutes). 

This  video 

emphasized  the  nursing  and  medical  necessity  for  understanding  that 

behavioral 

symptoms  do  not  represent  "problems"  for  the  nursing  home  staff,  but  instead 
represents  a  challenge  to  determine  the  cause. 


"Behavioral  Symptoms  in  the  Nursing  Home- An  interview  with  Rebecca 

Elon. 

M.D..  MPH  of  the  Johns  Hopkins  Geriatric  Center"  (35  minutes)  This  video 
provides  a  more  in-depth  discussion  of  medical  issues  concerning  the 

diagnosis  of 

behavioral  symptoms  in  nursing  homes. 


OTHERS  "Quality  Care  Without  Restraints"  videos  from  "Everyone  Wins"  Training 
Videos 

These  videos  are  a  product  of  the  Independent  Production  fund.  New  York, 

NY  in 

association  with  Toby  Levine  Communications,  Inc.  Research  was 
sponsored  by  the 

following  groups:  The  Commonwealth  Fund,  Kendal,  &  Retirement 

Research 

Foundation. 

"OBRA/HCFA  Guidelines:  Psychotropic  Drugs  in  LTCF"  ( 1 8  minutes); 
Communication  Group 

"Physical  Restraints:  Innovative  Solutions  to  Restraint  Reduction"  (21 
Granstrom  communication  Group 

"Retrain,  don't  Restraint"  (39  minutes  video  and  Manual);  "Innovations  in 


Granstrom 
minutes); 
Restraint 

for 
University 

School  of  Medicine.  Developed  to  help  nursing  homes  improve  the 
management  of 

behavioral  symptoms  and  reduce  the  use  of  anti-psychotic  drugs. 

"Reclaiming  the  Magic  of  Caring:  Strategies  for  Understanding  Behaviors; 
Reducing  Psychoactive  Medications:"  and  "Magic.  Mystery.  Modification 

and 

Mirth:  The  Joyful  Road  to  Restraint  Free  Care."  (Manuals):  Benedictine 

Institute 

for  Long  Term  Care 


Reduction"  (Manual);  "Clinical  Practice  Guidelines  for  the  use  of 
Restraints"  (Manual):  American  Health  Care  Association 

"Managing  Behavioral  Symptoms  in  Nursing  Home  Residents"  A  manual 

nursing  home  staff.  Department  of  Preventive  Medicine  Vanderbilt 


"Restraint  Free  Care  and  The  Environment"  scenes  from  a  Swedish  nursing 

home. 

A  visual  commentary  on  significant  design  &  practice  elements  by  William 
Middleton,  MA  and  Carter  C.  Williams,  MSW. 

"Eliminating  Restraints  Resource  Manual."  A  guide  for  nursing  home  staff 

by  The 

Vermont  "Free  to  Be"  Project. 

"Restraint  Reduction.  Reducing  Restraints  Through  Individualized  Care" 
(24  minutes);  and  "Promoting  Restraint  Reduction  in  the  Nursing  Home" 
(20  minutes).  University  of  Maryland  at  Baltimore,  School  of  Medicine 

"Medical  Tightrope  ...  The  Restraint  Dilemma"  ( 1 7  minutes). 
St.  Joseph  Mercy  Hospital 

"Restraint  Proper  Environment"  (Manual)  Unicare  Health  Facilities,  Inc. 
This  is  a  training  module  for  licensed  staff. 

REPORTS/EVALUATIONS/DATA: 

Percentage  of  residents  restrained:  SNF/NF  comparisons  for  facilities 
surveyed  in  1992  by  geographic  region  (source  OSCAR). 

"FDA  Safety  alert:  Entrapment  Hazards  with  Hospitals  Side  Rails." 
Between  January  1990  and  August  1995,  the  FDA  received  102  reports  of 
head  and  body  entrapment  incidents  involving  side  rails,  68  deaths,  22 
injuries  and 

12  entrapments  without  injuries. 

"FDA  Safety  Alert:  Potential  Hazards  with  Restraint  Devices"  August  15, 
1992. 

Warning  to  health  care  providers  of  the  potential  hazards  associated  with  the 
use  of  physical  restraint  devices,  such  as  safety  vests,  lab  and  wheelchair 
belts  and  body  holders.  This  alert  also  provides  some  important  tips  for  the 
use  of  patient  restraints. 

"Physical  Restraints:  an  FDA  Update."  American  Journal  of  Nursing  1992 
Provides  various  information  (i.e.,  deaths  from  restraints,  physical 
complications  from  restraints,  etc.). 

'Manx  Fear  GOP  Relaxation  of  Nursing  Home  Standards"  Chicago  Tnbune 
(October  23.  1995).  This  article  disputes  the  changes  being  proposed  in  the 
Republican  plan  and  uses  data  produced  by  the  Research  Triangle  Institute  to 
argue  its  case.  A  bar  graph  of  the  percentage  of  decreases  in  from  1990  to 
1993. 


"Minimizing  ivc^raints  in  Nursing  Homes:  A  Guide  to  Action"  OIG  fmal 
Report  OEI-01-91-00840. 

In  this  guide  the  OIG  attempts  to  assist  nursing  homes  in  minimizing  the  use 
of  physical/chemical  restraints.  Toward  that  end,  they  present  lessons  drawn 
from  the  experiences  of  nursing  homes  that  have  made  progress  m  reducing 
restraints. 

"Untie  the  Elderly:  Quality  Care  Without  Restraints."  Symposium  before  the 
Special  Committee  on  Aging,  United  States  Senate  -  100  fust  Congress 
December  4,  1989. 

"Staff  Attitudes  on  The  Use  and  Elimination  of  Physical  Restraints"  (August 
1991).  Partially  subsidized  by  a  grant,  Kendal  Corporation  coordinated  a 
comprehensive  effort  to  assist  nine  local  providers  to  reexamine  their 
restraint  practices  and  implement  alternative  approaches  to  care. 

FACILITY  PERFORMANCE/SUCCESS  STORIES: 

"HCFA  REPORTS  CHANGES  IN  CARE  PRACTICES"  AAHA  Provider 
News: 

A  HCFA  questionnaire  found  that  care  practices  have  changed  due  to  OBRA 
87  nursing  home  reform  provisions.  Helene  Fredeking  reported  that  89 
percent  of 

providers  reduced  restraint  use.  In  some  areas'  restraint  use  is  as  low  as  5  to 
10  percent.  A  survey  of  AAHA  members  in  1991  showed  a  similar  decrease: 
from  1989  to  1991  the  number  of  residents  in  physical  restraints  in  AAHA 
member  homes  decreased  by  47  percent. 

"Nursing  Homes  Launch  Campaign  to  End  Restraint  Use!"  Currents; 
American  Association  of  Home  and  Services  for  the  Aging  (March  1996). 
Emphasis  on  the  campaign  with  the  centerpiece  being  "Everyone  Wins" 
video. 

"Back  to  the  Dark  Ages"  Time  Magazine:  (October  30.  1995). 
Nursing  home  regulations  have  actually  saved  money  by  preventing 
emergency  hospitalizations,  decreasing  malnutrition  events,  and  reducing  the 
use  of  restraints.  It  is  estimated  that  $2  billion  was  saved  as  a  result  of  these 
regulations,  (Research  Triangle  study).  Moreover,  it  was  the  failure  of  State 
regulation  that  got  OBRA  '87  reforms  passed  in  the  first  place. 

"The  Impact  of  the  1987  Federal  Regulations  on  the  Use  of  Psychotropic  in 
Drugs  in  Minnesota  Nursing  Homes."  American  Journal  of  Public  Health 
(June  1995) 
Vol.  85  No.  6. 

Garrard  at  the  University  of  Minnesota  has  shown  a  35  percent  reduction  in 
the  use 

of  anti-psychotic  drugs  in  33.000  Minnesota  nursing  home  residents  over  a 


four-year  period  beginning  two  years  before  the  regulations  were 
implemented.  The  author  attributes  this  change  to  the  implementation  of  the 
HCFA  regulations. 

"Changes  in  Antipsychotic  Drug  Use  in  Nursing  Homes  During  the 
Implementation  of  the  OBRA-87  Regulations."  JAMA  (February  2,  1994). 
Vol.  271  No.  5. 

Shorr  and  associates  at  Vanderbilt  showed  a  25  percent  reduction  in  anti- 
psychotic drug  use  in  9,582  nursing  home  residents  in  Tennessee.  A 
substantial  decrease  in  anti-psychotic  drug  use  coincided  with  the 
implementation  of  OBRA-87. 

"Breaking  the  Barriers  to  Restraint  Reduction."  Provider  (August  1994). 
A  special  feature  which  emphasizes  restraint  use  reduction  in  facilities  and 
some  success  stories. 

'"Psychoactive  Drug  Use  in  Georgia  Nursing  Homes:  Effects  of  Aggressive 
Intervention."  The  Consultant  Pharmacist.  March  1993. 
Neel  and  associates  reported  a  reduction  in  the  use  of  antipsychotic  drugs  by 
38  percent  in  9,500  nursing  home  residents  in  Georgia  over  a  period  of  12 
months.  In  service  training  of  medical  and  nursing  personnel  and  monthly 
drug  reviews  were  critical. 

Emphasis  was  placed  on  Federally  required  gradual  dose  reductions, 
especially  on  those  residents  without  "psychotic  symptoms." 

"Reducing  Antipsychotic  Drug  Use  in  Nursing  Homes."  Arch  Internal 
Medicines  March  22.  1993. 

Ray  and  Associates  reported  a  reduction  in  the  use  of  anti-psychotic  drugs  by 
59  percent  in  an  experimental  group  of  194  residents  in  Tenn.  (Control  184) 
over  a  13  month  period  after  the  regulations  were  finalized.  These  results 
were  achieved  through  training  nursing  staff  ( including  aides)  in  techniques 
for  dealing  with  mal-adaptive  behavior  without  the  use  of  drugs.  The  author 
stated  that  the  regulations  worked  in  "synergy"  with  this  educational 
program.  There  was  an  unexpected 
3 1  percent  reduction  in  physical  restraints. 

"Restraint  Reduction:  Customizing  Approaches  to  Care."  Provider  (February 
1993).  Stephanie  Tames  "Physical  restraint  use  in  nursing,  facilities  has 
declined  nearly 

50  percent  during  the  past  three  years." 

"The  Impact  of  Anti-psychotic  Drug  Regulations  on  Psychotropic  Prescribing 
Practices  in  Nursing  Homes."  American  Journal  of  Psychiatry.  October  1992. 
Rovner  and  associates  reported  a  reduction  in  the  use  of  anti-psychotic  drugs 
36  percent  in  2,707  Baltimore  nursing  home  residents  over  a  period  .  The 
new  regulations  stimulated  in  service  education  and  monthly  reviews 
emphasizing  questions  about  the  need  for  these  drugs. 


"A  Randomized  Trial  of  a  Program  to  Reduce  the  Use  of  Psychoactive  Drugs 
in  Nursing  Homes."  The  New  England  Journal  of  Medicine.  July  16,  1992. 
Avorn  and  associates  reported  the  reduction  in  the  use  of  anti-psychotic 
drugs  by  19  percent  in  an  experimental  group  of  349  residents  in  Mass. 
(Control  group  of  329).  A  specific  type  of  anti-anxiety  drug  was  also 
reduced  by  1 1  percent.  These  results  were  achieved  before  the  regulations 
were  finalized  and  are  attributed  to  an  educational  program  targeted  to 
physicians,  nurses  and  aides. 

CONSUMER  INFORMATION 

"Nursing  Homes:  What  You  Need  to  Know"  (Booklet).  Page  36. 
"You  have  the  right  to  be  free  from  physical  restraints  unless  they  are 
ordered  by  your  doctor  for  your  health  and  safety." 

"Avoiding  Drugs  Used  as  Chemical  Restraints.  New  Standards  in  Care:"  A 
guide  for  residents,  families,  friends  and  care  givers:"  and  Avoiding  Physical 
Restraint  Use:  New  Standards  in  Care:  A  guide  for  residents,  families, 
friends  and  care  givers. 

(Manuals)  National  Citizens'  Coalition  for  Nursing  Home  Reform 

"Consumers1  Guide  to  Improved  Nursing  Home  Care":  The  use  of  restraints 
in  New  York  State:  Nursing  Home  Community  Coalition  of  New  York  State 
with  the  support  of  AARP. 

"Rules  and  Stations  for  Long-Term  Care  Facilities:"  Resident's  Bill  of 
Rights.  Published  by  the  Georgia  Department  of  Human  Resources,  1982. 

ARTICLES/OTHER  PUBLICATIONS: 

"Restraining  the  Troublesome  Patient."  Nursing  History  Review  (1993):  3- 
24;  Strumpf  &  Tomes. 

This  article  represents  a  joint  collaboration  between  a  historian  who  has 
studied  the  19th  century  controversy  over  restraint  of  mental  patients  and  a 
nurse  researcher  who  has  studied  the  current  use  of  restraints  with  frail, 
elderly  adults. 

"Nursing  Homes  Rethink  Merits  of  Tying  the  Aged"  New  York  Times 
(December  28,  1989)  A  good  overall  summary  of  the  restraint  issue.  Article 
contends  that  Federal  regulations  and  "a  changing  view  of  what  is  good 
medical  practice  are  leading  to  the  view  that  "too  many  institutionalized  old 
people  are  being  restrained."  Freedom  from  restrains  is  partly  an  issue  of 
civil  liberties,  but  here  are  also  pragmatic  reasons  based  on  evidence." 

"Untie  the  Elderly."  Quarterly  Newsletters,  and  "Untie  the  Elderly"  Resource 
Manual  (Last  updated  in  1994). 

Provides  a  variety  of  articles  on  the  topic  of  restraints  including 


comprehensive  bibliographies/The  Kendal  Corporation. 


"Barriers  to  Mental  Health  Services  for  Nursing  Home  Residents:"  Public 
Policy  Institute:  AARP. 

"The  possible  threats  to  a  resident's  health  as  a  result  of  the  imposition  of 

physical  restraints  are  now  important  considerations."  This  article  contains 
some  literature  survey  data  and  suggests  alternatives  to  restraint  usage. 

"Redefining  a  Standard  of  Care  for  Frail  Older  People:  Alternatives  to 
Routine  Physical  RestraintS■,,  Advances  in  Long  Term  Care:  Lois  Evans, 
Neville  Strumpf  &  Carter  Williams. 

The  context  of  routine  use  of  restraints  with  older  people  is  examined  as 
background  for  a  revised  standard  of  care.  A  mechanism  for  meeting  this 
new  standard  is  recommended. 

"Toward  Restraint  Free  Nursing  Homes."  Long-Term  Care  Currents:  Vol  13- 
No  I  (1990);  Laurie  Lewis. 

Provides  some  data  on  restraint  usage,  outlines  the  effect  and  outlines 
recommends 

some  restraint  free  programs. 

"Nursing  Home  Restraints  and  Legal  Liability."  Journal  of  Legal  Medicine, 
13:1-32,  (1992);  Marshall  B  Knapp. 

Written  under  the  sponsorship  of  the  Commonwealth  Fund  Grant  90-76. 
This  paper  attempts  to  place  in  some  realistic  perspective  the  risks  of  liability 
associated  with,  respectively,  failing  to  restrain  and  imposing  restraints  on 
nursing  home  residents.  It  then  discusses  contemporary  social  forces  that 
will  reinforce  and  strengthen  a  legal  presumption  against  restraint  use. 

"New  Directions  in  Nursing  Home  Ethics."  Hastings  Center  Report,  Special 
Supplement  (3/4-91):  Bart  Collopy.  Philip  Bole  &  Bruce  Jennings. 
Overall  discussion  of  the  restraint  past  issues  and  future. 

"Rethinking  Physical  Restraints":  Could  Alternatives  Transform  Nursing 
Homes? 

(1989)  Thomas  Moloney  &  Walter  Donway 

A  proposal  paper  that  presents  four  different  projects  in  this  area  by  the 
Board  of  Directors  for  the  Commonwealth  Fund. 

"Tying  Down  the  Elderly."  A  review  of  the  Literature  on  Physical  Restr  aint 
Journal  of  the  American  Geriatric  Society  (1989). 

This  paper  reviews  the  status  of  knowledge  regarding  physical  restraint  use 
with  the  elderly  and  suggests  a  research  agenda  and  implications  for  ethical 
practice. 
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Appendix  J 


Appendix  Jl: 
Appendix  J2: 


JCAHO  Information 
Screening  Instrument 


Appendix  Jl 


Respondent  Data: 

Interv  iewer  Data: 

Provider  Number 

Interv  iewer  Name 

Facility  Name 

Interview  Date 

Telephone  Number 

INTRODUCTION 

(ask  to  speak  with  the  facility  administrator) 

Hello,  my  name  is  and  I  am  calling  on  behalf  of  Abt  Associates,  a  policy  research  firm  based  in 

Cambridge,  Massachusetts.  We  are  in  the  process  of  conducting  a  study  for  the  federal  government  to  determine 
the  effectiveness  of  the  current  nursing  home  survey,  certification  and  enforcement  processes  and  to  assess  the 
potential  for  integrating  private  accreditation  into  these  processes.  The  findings  of  our  study  will  be  incorporated 
into  a  report  from  the  Health  Care  Financing  Administration  to  Congress.  We  are  now  in  the  process  of 
interviewing  the  management  of  700  nursing  homes,  selected  at  random  from  among  certified  facilities,  to  obtain 
your  feedback  on  the  survey  process  as  you  have  experienced  it  and  to  discuss  private  accreditation.  Largely,  I 
will  be  asking  questions  about  your  reactions  to  the  most  recent  standard  survey  conducted  at  your  facility  by  the 
state  I  want  to  emphasize  to  you  that  all  responses  will  remain  strictly  confidential  -  none  of  our  reports  will 
contain  personal  or  facility  identifiers  and  the  identity  of  respondents  will  not  be  disclosed. 

Screener:  First  of  all,  I  would  like  to  ask  whether  you  have  been  in  your  present  position  with  this  facility 
at  least  since  the  time  of  the  last  state  survey? 

□  yes   °^       I  would  like  to  speak  with  you  for  about  20  minutes  -  is  this  a  convenient  time  or  could  we 
schedule  a  time  for  me  to  call  you  back7 


if  administrator  agrees,  proceed  with  interview,  if  not  -  schedule 
appointment  to  conduct  interview  at  another  time. 


□  no 


Thank  you  for  your  time,  but  since  the  focus  of  many  of  our  questions  will  be  on  your 
facility's  most  recent  survey,  we  are  limiting  our  interviews  to  administrators  who  have 
been  with  their  facilities  at  least  since  that  time. 


BACKGROUND  INFORMATION 


We  would  like  to  have  some  general  background  information  about  your  facility  that  will  be  useful  in  analyzing 
your  responses. 

1.         Is  your  facility: 

□  for-profit 

□  not-for-profit 

□  government  owned 

□  refused 

|2.        Is  your  facility  part  of  a  chain  or  multi-facility  system9 

□  yes 

□  no 

□  refused 

3.        Is  your  facility  hospital-based? 

□  yes 

□  no 

□  refused 

4        How  many  total  nursing  care  beds  does  your  facility  have9  


Note:  If  administrator  is  unclear  about  definition  of  "nursing  care 
beds"  clarify:  "The  total  number  of  beds  including  all  skilled 
nursing  and  nursing  beds,  but  not  personal  care,  assisted  living,  or 
other  levels  of  care  you  may  have  within  your  facility.  " 


5.        Are  you  affiliated  with: 

□  the  American  Health  Care  Association 

□  the  American  Association  of  Homes  and  Services  for  the  Aging 

□  the  Catholic  Health  Association 

□  other  (specify)  

□  none  of  the  above 

□  refused 

6         How  long  have  you  been  with  this  facility  in  your  current  capacity0 

□  less  than  1  year 

□  1-2  years 

□  3-4  years 

□  5  or  more  years 

□  refused 
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SURVEY  PROCESS  AND  ENFORCEMENT 

"Now  I  would  like  to  move  on  to  a  discussion  of  the  survey  process  and  your  most  recent  standard  survey." 

For  each  of  the  following  survey  activities,  please  tell  me  whether  you  feel  the  team  conducting  your 
most  recent  standard  survey  spent  more  or  less  time  than  on  previous  surveys  you  have  experienced: 


Note:  administrator  should  answer  this  question  based  on 
his/her  personal  experience  with  the  survey  process,  wether  it  is 
at  the  current  facility  or  any  other  facility. 


7a.  Interviewing  clinical  staff 

□  more  time 

□  about  the  same  amount  of  time 

□  less  time 

□  don't  know 

□  refused 

7b.  Interviewing  administrative  staff 

□  more  time 

□  about  the  same  amount  of  time 

□  less  time 

□  don't  know 

□  refused 

7c.  Interviewing  individual  residents 

□  more  time 

□  about  the  same  amount  of  time 

□  less  time 

□  don't  know 

□  refused 

7d.  Interviewing  a  resident  group  or  council 

□  more  time 

□  about  the  same  amount  of  time 

□  less  time 

□  don't  know 

□  refused 

7e  Interviewing  family  members 

□  more  time 

□  about  the  same  amount  of  time 

□  less  time 

□  don't  know 

□  refused 
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7f.  Observing  resident  care 

□  more  time 

□  about  the  same  amount  of  time 

□  less  time 

□  don't  know 

□  refused 

7g.  Reviewing  clinical  records 

□  more  time 

□  about  the  same  amount  of  time 

□  less  time 

□  don't  know 

□  refused 

7h.  Reviewing  policy  and  procedure  manuals 

□  more  time 

□  about  the  same  amount  of  time 

□  less  time 

□  don't  know 

□  refused 


7i.  Recording  observations  on  survey  forms 

□  more  time 

□  about  the  same  amount  of  time 

□  less  time 

□  don't  know 

□  refused 

7j.  Meeting  as  a  team  to  discuss  survey  findings 

□  more  time 

□  about  the  same  amount  of  time 

□  less  time 

□  don't  know 

□  refused 


7k.  Investigating  and  seeking  more  information  to  clarify  findings 

□  more  time 

□  about  the  same  amount  of  time 

□  less  time 

□  don't  know 

□  refused 
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p.        How  accurately  do  you  believe  your  most  recent  standard  survey  results  reflect  the  overall  quality  of  care 
provided  in  your  facility  at  the  time  of  that  survey9 

□  very  accurately 

□  somewhat  accurately  8a.  What  do  you  believe  the  reason(s)  for  the  discrepancy 

is/are9 

(do  not  read  list  -  categorize  response  into  one  of 
the  following  options  or  specify  in  "other  "J 


□  survey  not  outcome  focused  enough 

□  definitions  of  "harm"  and  "potential  harm"  are  unclear 

□  surveyors  looked  only  at  paperwork  and/or  records 

□  surveyors  looked  at  isolated  events,  not  overall  facility 
systems 

□  surveyors  did  not  gather  enough  information  about  the 
situation  to  make  an  appropriate  judgement 

□  a  deficiency  existed,  but  the  scope  or  severity  cited  was 
inappropriately  high 

□  survey  reflects  a  "snapshot"  in  time,  not  overall  quality 

□  other  


□  somewhat  inaccurately  8b.  What  do  you  believe  the  reason(s)  for  the  discrepancy 

is/are9 

(do  not  read  list  -  categorize  response  into  one  of  the 
following  options  or  specify  in  "other  "J 

□  survey  not  outcome  focused  enough 

□  definitions  of  "harm"  and  "potential  harm'  are  unclear 

□  surveyors  looked  only  at  paperwork  and/or  records 

□  surveyors  looked  at  isolated  events,  not  overall  facility 
systems 

□  surveyors  did  not  gather  enough  information  about  the 
situation  to  make  an  appropriate  judgement 

□  a  deficiency  existed,  but  the  scope  or  severity  cited  was 
inappropriately  high 

□  survey  reflects  a  "snapshot"  in  time,  not  overall  quality 

□  other  
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n  very  inaccurately  ra*       8c.  What  do  you  believe  the  reason(s)  for  the  discrepancy 

is/are9 

(do  not  read  list  -  categorize  response  into  one  of  the 
following  options  or  specify  in  "other  ") 

□  survey  not  outcome  focused  enough 

□  definitions  of  "harm"  and  "potential  harm"  are  unclear 

□  surveyors  looked  oniy  at  paperwork  and/or  records 

□  surveyors  looked  at  isolated  events,  not  overall  facility 
systems 

□  surveyors  did  not  gather  enough  information  about  the 
situation  to  make  an  appropriate  judgement 

□  a  deficiency  existed,  but  the  scope  or  severity  cited  was 
inappropriately  high 

□  survey  reflects  a  "snapshot"  in  time,  not  overall  quality 

□  other  

□  don't  know/no  opinion 

□  refused 

I        Were  deficiencies  cited  as  a  result  of  your  most  recent  standard  survey? 

□  yes 

n  no  re       skip  to  question  #14 

□  don't  know 

□  refused 

10       Were  there  any  enforcement  remedies  proposed  as  a  result  of  your  most  recent  standard  survey9 


Note:  If  administrator  asks  for  clarification  on  questions  10-12 
as  to  whether  you  are  asking  about  federal  or  state  remedies, 
indicate  that  they  are  to  include  both. 


□  yes 

□no  re  skip  to  question  #  14 

□  don't  know  re  skip  to  question  #  14 

□  refused       re  skip  to  question  #  14 
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1 1 .  Which  remedies  were  proposed9 

□  Plan  of  correction 

□  Directed  plan  of  correction 

□  State  monitor 

□  Directed  in-service  training 

□  Denial  of  payment  for  new  admissions 

□  Denial  of  payment  for  all  individuals 

□  Civil  money  penalties  (CMP's)  1  la.  In  what  amount?^  daily 

for  how  many  days9 
OR 

$  total 

□  Temporary  management 

□  Termination 

□  Other  

□  Don't  know 
n  Refused 

12.  Were  any  remedies  imposed9 

□  yes  12a.  Which  ones9 

□  Plan  of  correction 

□  Directed  plan  of  correction 

□  State  monitor 

□  Directed  in-service  training 

□  Denial  of  payment  for  new  admissions 

□  Denial  of  payment  for  all  individuals 

□  Civil  money  penalties  (CMP's) 

12. a.  1 .  In  what  amount  9$ 
for  how  many  days9 
OR 

$  total 

□  Temporary  management 

□  Termination 

□  Other  

□  no 

□  don't  know 

□  refused 
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13.      In  your  opinion,  how  appropriate  were  the  remedies  proposed  as  a  result  of  this  survey  to  the  seriousness 
of  the  regulatory  violation(s)  cited  at  your  facility9 

□  completely  appropriate 

□  somewhat  appropriate  13  a.  Which  remedy  or  remedies  do  you  feel  would  have 

been  more  appropriate9 

□  Plan  of  correction 

□  Directed  plan  of  correction 

□  State  monitor 

□  Directed  in-service  training 

□  Denial  of  payment  for  new  admissions 

□  Denial  of  payment  for  all  individuals 

□  Civil  money  penalties  (CMP's) 

1 3. a.  1 .  In  what  amount  0 

$  daily 

OR 

2  total 

□  Temporary  management 

□  Termination 

□  Other  

□  don't  know 

□  refused 

□  somewhat  inappropriate  13b.  Which  remedy  or  remedies  do  you  feel  would  have 

been  more  appropriate9 

□  Plan  of  correction 

□  Directed  plan  of  correction 

□  State  monitor 

□  Directed  in-service  training 

□  Denial  of  payment  for  new  admissions 

□  Denial  of  payment  for  all  individuals 

□  Civil  money  penalties  (CMP's) 

1 3  b  1  In  what  amount  9 

$  daily 

OR 

$  total 

□  Temporary  management 

□  Termination 

□  Other  

□  don't  know 

□  refused 
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□  completely  inappropriate  13c.  Which  remedy  or  remedies  do  you  feel  would  have 

been  more  appropriate? 

□  Plan  of  correction 

□  Directed  plan  of  correction 

□  State  monitor 

□  Directed  in-service  training 

□  Denial  of  payment  for  new  admissions 

□  Denial  of  payment  for  all  individuals 

□  Civil  money  penalties  (CMP's) 

^       13. c.  1  In  what  amount  9 

I  daily 

OR 

$  total 

□  Temporary  management 

□  Termination 

□  Other  

□  don't  know 

□  refused 

□  don't  know/no  opinion 

□  refused 


Do  you  feel  that  all  nursing  homes  should  be  given  an  opportunity  to  correct  deficiencies  prior  to  the 
imposition  of  remedies9 

□  yes 

□  no    »F       14a.     Under  what  circumstances  should  remedies  be  imposed  immediately9 

(do  not  read  list:  categorize  response  into  one  of  the  listed  options  if 
possible,  or  else  give  specifics  under  "other") 

□  when  the  situation  poses  an  immediate  threat  to  health  and  safety  (may  also 
say  "immediate  jeopardy") 

□  when  the  nursing  home  has  a  history  of  poor  performance/chronic  non- 
compliance with  regulations 

□  when  deficiencies  cited  have  caused  actual  harm  to  a  resident 


other  {specific  response  below) 


□  don't  know/no  opinion 

□  refused 
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15 


Of  the  remedies  currently  available  to  surveyors  under  the  federal  enforcement  system,  which  3  do  you 
believe  are  the  most  effective  at  encouraging  providers  to  correct  serious  deficiencies  and  remain  in 
compliance9  (rank  in  order  of  importance) 


Note:  If  administrator  requests  clarification  as  to  meaning  ot 
"serious  deficiencies",  state,  "By  serious  deficiency,  I  mean 
one  that  could  be  categorized  as  immediate  jeopardy, 
substandard  quality  of  care,  or  actual  harm.  " 


□  Directed  plan  of  correction 

□  State  monitor 

□  Directed  in-service  training 

□  Denial  of  payment  for  new  admissions 

□  Denial  of  payment  for  all  individuals 

□  Civil  money  penalties 

□  Temporary  management 

□  Termination 

16       Of  the  remedies  currently  available  to  surveyors  under  the  federal  enforcement  system,  which  3  do  you 
believe  are  least  effective  in  encouraging  providers  to  correct  serious  deficiencies  and  remain  in 
compliance9  (choose  three) 

□  Directed  plan  of  correction 

□  State  monitor 

□  Directed  in-service  training 

□  Denial  of  payment  for  new  admissions 

□  Denial  of  payment  for  all  individuals 

□  Civil  money  penalties 

□  Temporary  management 

□  Termination 


17.      Could  you  suggest  other  remedy  alternatives  or  incentives  that  you  believe  would  be  more  effective  at 
encouraging  providers  to  achieve  and  sustain  compliance? 


PLANS  OF  CORRECTION 


19.      Were  you  required  to  prepare  a  plan  of  correction  (POC)  as  a  result  of  your  most  recent  standard  survey9 

□  yes 

□  no  skip  to  question  #  23 

□  don't  know  skip  to  question  #  23 

□  refused       **■       skip  to  question  #  23 

20       What  actions  were  taken  in  the  facility  as  a  result  of  that  POC?  (check  all  that  apply) 

□  inservice  training 

□  building  repairs/maintenance 

□  equipment  purchase  or  repair 

□  hiring  of  additional  staff 

□  changes  in  clinical  documentation  procedures 

□  changes  in  administrative  policy  and/or  procedures 

□  changes  in  standard  caregiving  practice 

□  other  (specify)  

21.      Do  you  consider  the  changes  implemented  as  a  result  of  your  last  POC  to  have  had  a  positive  impact  on 
resident  care9 

□  yes  21a.     How?  (do  not  read  list  -  categorize  response  or  specify  under  "other) 

□  had  a  positive  impact  on  processes  of  care/care  delivery 

□  had  a  positive  impact  on  outcomes/improved  resident  health 

□  had  a  positive  impact  on  staff  -  morale,  motivation,  skills 

□  other  


□  no    "3s       21b.     Why  not9        (do  not  read  list  -  categorize  response  or  specify  under 

"other) 

□  the  deficiency  was  unwarranted  -  there  was  no  systematic  problem  to  be 
addressed 

□  the  deficiency  was  not  directly  related  to  quality  of  care 

□  staff  has  been  resistant  to  implementing  changes 

□  other  


□  don't  know/no  opinion 

□  refused 
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22. 


Do  you  feel  the  corrections  that  resulted  from  your  last  POC  have  been  maintained? 


yes 


22a.     How  do  you  assure  they  are  mantained? 

(do  not  read  list  -  categorize  response  or  specify  under 
"other) 


□  no 


□  regular  meetings  with  staff 

□  quality  assurance  committee  monitors 

□  quality  improvement  team(s)  established 

□  conduct  mock  surveys/spot  checks 

□  ongoing  in-service  training 

□  supervisory  staff  monitor  processes  affected 

□  supervisory  staff  monitor  relevant  patient  outcomes 

□  other  


22b.     Why  not? 


□  don't  know/no  opinion 

□  refused 

ACCREDITATION 

"Now  I  would  like  to  ask  you  a  series  of  questions  about  the  use  of  private  accreditation  and  deemed  status  for 
nursing  homes  " 

23.      In  your  opinion,  should  accreditation  with  deemed  status  be  an  option  for  nursing  homes,  so  that  facilities 
that  are  accredited  by  a  national  accrediting  body  would  be  recognized  as  meeting  the  federal  standards0 


Note:  If  administrator  does  not  understand  term  "deemed 
status,  "  explain  further  by  saying:  "If  deemed  status  were  in 
effect,  accredited  facilities  would  no  longer  be  surveyed  for 
compliance  with  federal  regulations  in  order  to  be  certified  to 
participate  in  the  Medicare  program.  A  survey  conducted  by  an 
approved  national  accrediting  body  would  be  sufficient  for 
Medicare  certification  " 


u  yes 

□  no 

□  don't  know/no  opinion 

□  refused 
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Is  your  facility  currently  accredited  by  the  Joint  Commission  on  Healthcare  Organizations  (JCAHO)9 

□  yes 

□  no    By       skip  to  question  #40 

What  was  your  primary  motivation  for  seeking  JCAHO  accreditation7 

(do  not  read  list  -  categorize  response  if  possible,  otherwise  provide  specifics  under  "other  ") 

□  Marketing 

□  Required  for  participation  in  managed  care  or  multi-facility  network(s) 

□  Decision  made  by  central  office/corporate  management 

□  to  encourage  quality  improvement/performance  improvement  in  facility 

□  competitive  advantage 

□  it's  the  latest  thing  -  want  to  get  on  the  bandwagon 

□  want  facility  to  be  recognized  as  a  leader  in  the  field 

□  Other   


Did  you  engage  a  consultant  to  prepare  for  your  initial  JCAHO  survey9 

□  yes 

□  no 

□  don't  know/no  opinion 

□  refused 


How  much  staff  time  would  you  say  was  devoted  to  preparation  for  your  initial  JCAHO  survey9  

 hours. 

27a.     How  much  staff  time  would  you  say  was  devoted  to  preparation  for  subsequent  surveys,  it 
you  have  had  any9  hours. 

What  would  you  estimate  the  total  costs  associated  with  preparation,  not  including  the 
application/survey  fee  itself,  for  the  initial  JCAHO  survey  to  have  been9  _$  

28a.     What  would  you  estimate  the  total  costs  associated  with  preparation,  not  including  the 
application/survey  fee  itself  for  standard  triennial  surveys,  if  you  have  had  any.  to  be9 
£  


Note:  If  administrator  asks  for  clarification  on  costs  to  he 
included,  indicate  that  we  are  interested  in  the  total  cost  as  far 
as  he  she  is  able  to  estimate  it,  including  staff  labor,  consulting 
fees,  plant  or  equipment  repairs,  upgrades,  or  purchases,  etc. 


29       Please  tell  me  a  bit  about  your  last  JCAHO  survey.  Was  it  your; 

□  initial  survey 

□  standard  triennial  survey  to  maintain  accreditation 

□  a  random  unannounced  survey 

□  an  early  survey  for  provisional  accreditation 

□  other  


30       Were  you  surveyed  for:  (check  all  that  apply) 

□  standard  long  term  care  accreditation 

□  subacute  accreditation 

□  dementia/special  care  unit  accreditation 


3 1       How  many  JCAHO  surveyors  conducted  your  survey?. 


32.      How  many  days  did  they  spend  in  your  facility?  

33  How  would  you  characterize  the  results  of  your  JCAHO  survey  as  compared  with  the  results  of  your 
standard  surveys9  Would  you  say  they  are: 

□  very  similar 

□  somewhat  similar 

□  somewhat  different 

□  very  different 

□  don't  know 

□  refused 

34  Which  set  of  survey  results,  HCFA  or  JCAHO,  do  you  feel  better  reflects  overall  quality  of  care  in  your 
facility9 

□  HCFA 

□  JCAHO 

□  no  difference 

□  don't  know/no  opinion 

□  refused 

35.      What  accreditation  status  were  you  given  as  a  result  of  your  last  JCAHO  survey9 

□  accredited  with  commendation 

□  accredited 

□  accredited  with  Type  1  recommendations 

□  conditionally  accredited 

□  provisionally  accredited 
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Did  your  facility  receive  Type  1  Recommendations: 

□  yes 

□  no  skip  to  question  42 

□  don't  know/no  opinion 

□  refused 


What  actions  were  taken  in  the  facility  as  a  result  of  the  Type  1  recommendations9  (check  all  that  apply) 

□  inservice  training 

□  building  repairs/maintenance 

□  equipment  purchase  or  repair 

□  hiring  of  additional  staff 

□  changes  in  clinical  documentation  procedures 

□  changes  in  administrative  policy  and/or  procedures 

□  changes  in  standard  caregiving  practice 

□  other  


Do  you  consider  the  changes  implemented  as  a  result  of  your  response  to  the  Type  1  recommendations  to 
have  had  a  positive  impact  on  resident  care? 

□  yes  38a.     How9  (do  not  read  list  -  categorize  response  or  specify  under 

"other") 


□  had  a  positive  impact  on  processes  of  care/care  delivery 

□  had  a  positive  impact  on  outcomes/improved  resident  health 

□  had  a  positive  impact  on  staff  -  morale,  motivation,  skills 

□  other  


□  no    «5"       38b.     Why  not9        (do  not  read  list  -  categorize  response  or  specify  under 

"other") 

□  the  deficiency  was  unwarranted  -  there  was  no  systematic  problem  to  be 
addressed 

□  the  deficiency  was  not  directly  related  to  quality  of  care 

□  staff  has  been  resistant  to  implementing  changes 

□  other  


□  don't  know/no  opinion 

□  refused 
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39.      Do  you  feel  the  corrections  that  resulted  from  your  response  to  the  Type  1  recommendations  have  been 
maintained9 

□  yes  °^       39a.     How  do  you  assure  they  are  maintained9 

(do  not  read  list  -  categorize  response  or  specify 
under  "other") 

□  regular  meetings  with  staff 

□  quality  assurance  committee  monitors 

□  quality  improvement  team(s)  established 

□  conduct  mock  surveys/spot  checks 

□  ongoing  in-service  training 

□  supervisory  staff  monitor  processes  affected 

□  supervisory  staff  monitor  relevant  patient  outcomes 

□  other  


□  no  US'       39b.  Why  not9 


□  don't  know/no  opinion 

□  refused 


SKIP  NOW  TO  QUESTION  #  42 


40.      Is  your  facility  planning  on  applying  for  accredition  in  the  future9 

□  yes  40a.  Could  you  give  me  an  estimate  of  when  you  think  you  may  apply0 

□  within  the  next  3  months 

□  within  the  next  6  months 

□  within  the  next  year 

□  within  the  next  2-5  years 

□  don't  know 

□  no 

□  don't  know/no  opinion 

□  refused 
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41       If  JCAHO  or  another  entity/organization  were  given  authority  to  grant  deemed  status,  how  likely  do  you 
believe  your  facility  would  be  to  choose  accreditation? 

□  very  likely    w       41a.  Why9 

(do  not  read  list  -  categorize  response  to  one  of  the  options  below 
or  provide  specific  response  under  "other  ") 

□  JCAHO  survey  is  less  burdensome  than  state  survey 

□  like  quality  improvement  principles  of  JCAHO 

□  JCAHO  approach  is  less  punitive  than  state  surveyors 

□  focus/feel  of  JCAHO  survey  more  positive,  more  appealing 

□  ability  to  plan  and  prepare  for  JCAHO  survey 

□  JCAHO  accreditation  desired  by  payors 

□  other   


□  somewhat  likely      ^  41b.  Why? 

(do  not  read  list  -  categorize  response  to  one  of  the  options  below  or 
provide  specific  response  under  "other  "J 

□  JCAHO  survey  is  less  burdensome  than  state  survey 

□  like  quality  improvement  principles  of  JCAHO 

□  JCAHO  approach  is  less  punitive  than  state  surveyors 

□  focus/feel  of  JCAHO  survey  more  positive,  more  appealing 

□  ability  to  plan  and  prepare  for  JCAHO  survey 

□  JCAHO  accreditation  desired  by  payors 

□  other   


□  somewhat  unlikely  «y  41c.  Why  not? 

(do  not  read  list  -  categorize  response  to  one  of  the  options  below  or 
provide  specific  response  under  "other") 

□  cost  of  JCAHO  survey  prohibitive 

□  preparation  needed  for  JCAHO  survey  too  demanding 

□  my  staff  would  have  a  difficult  time  with  the  continuous  quality 
improvement  focus  of  JCAHO 

□  other   
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□  very  unlikely 


«•  41d.  Why  not9 


(do  not  read  list  -  categorize  response  to  one  of  the  options  below  or 
provide  specific  response  under  "other") 

□  cost  of  JC AHO  survey  prohibitive 

□  preparation  needed  for  JCAHO  survey  too  demanding 

□  my  staff  would  have  a  difficult  time  with  the  continuous  quality 
improvement  focus  of  JCAHO 

□  other   


□  don't  know/no  opinion 

□  refused 


CONCLUSION  -  CHANGES  IN  THE  FACILITY  AND  THEIR  RELATIONSHIP  TO  THE  SURVEY 
PROCESS  AND  ENFORCEMENT  SYSTEM 


42 


In  what  ways  has  your  facility  changed  over  the  last  two  years9 
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Would  you  say  that  these  changes  were  related  to  the  survey  and  enforcement  processes9 


JCAHO  Information 


Appendix  J2 


Currently  JCAHO  Accredited: 

Yes  131  19% 

No  566  80% 

Don't  Know  10  1.4% 

If  Accredited.  Primary  Motivation  in  Seeking  JCAHO  Accreditation 

Required  for  participation  38  29% 

in  managed  care  or 
multi-facility  networks 

To  encourage  quality  3 1  24% 

improvement 

Decision  made  by  24  18% 

central  office 

If  Accredited,  Did  you  hire  a  consultant  to  prepare  for  initial  JCAHO  survey? 

Yes  28  21% 

No  92  70% 

Don't  Know/Refused  1 1  8% 

If  Accredited,  How  similar  were  the  results  of  your  standard  and  JCAHO  surveys? 

Very  Similar  41  31% 

Somewhat  Similar  29  22% 

Somewhat  Different  33  25% 

Very  Different  21  16% 

Don't  Know/Refused  7  5% 

If  Accredited.  Which  Survey  Results  (Certification  or  JCAHO)  better  reflect  your  facility 's  quality  of  care? 

HCFA  26  20% 

JCAHO  76  58% 

No  Difference  15  11% 

Don't  Know  14  11% 

Planning  to  apply  for  JCAHO  Accreditation: 

Yes  25 1  44% 

No  253  45% 

Don't  Know  62  11% 
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Appendix  K 


Appendix  Kl:  Trends  in  Nursing  Home  Residents  Outcomes 
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Appendix  LI:  Questionnaire  for  Data  Collection  with  Key  Informants 


4 

Questionnaire  for  Data  Collection  with  Key  Informants 
1.  Plan  of  Correction  (POO 

Appropriateness/  accuracy 

POC.l  Would  you  identify  the  citations  that  you  must  respond  to  in  the  POC  as 

appropriate/  accurate  observation  of  facility  conditions? 

PROBE  (ask  any  of  these  questions,  as  needed): 

2.  If  not  appropriate,  what  would  you  identify  as  more  important0 

3.  Are  there  examples  of  a  citation  made  on  limited  data? 

4.  Would  another  citation  (different  F  Tag)  have  been  more  relevant? 

PROBE:  Ask  any  of  these,  if  not  answered  in  response  to  question  1 

5.  Would  you  agree  with  the  scope/  severity  as  cited? 

6.  Did  the  surveyors  identify  some  aspect  of  an  existing  system  that  was  missing  or  was  not 
working  (e.g. a  system  for  incident  reports,  a  system  for  monitoring  diet  intake,  a  system  for 
checking  skin  condition)? 

7.  Are  the  surveyors  paying  more  attention  to  what  was  formerly  a  level  B  citation0 

8.  If  so.  does  this  lead  to  citations  that  are  not  essential  to  resident  care  and  safety? 

Preparing  the  POC 

POC.  8  What  amount  of  time  and  effort  is  spent  by  the  administrator,  DON,  other 

administrative  team  members  and  staff  in  drafting  the  POC? 

PROBE: 

9.  Did  corporation  personnel  have  a  role  in  preparing  the  POC° 
Implementation 

POC  10.        Who  takes  responsibility  to  implement  the  POC? 

PROBE: 

1  1        Did  the  facility  or  the  corporation  hire  consultants  to  implement  a  POC°  What  length  of  lime 

were  they  involved? 
Actions 

POC  12.         Can  you  describe  what  you/ your  facility  did  to  correct  the  deficiencies? 
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PROBE: 

13.  If  inservices  were  implemented,  who  attended?  is  there  a  record  of  attendance0 

14.  Have  there  been  any  follow-up  inservices  for  the  staff?  When? 

15.  If  I  were  to  talk  to  the  staff  (CNAs)  would  anyone  recall  this  inservice0 

1 6.  When  we  are  done  talking,  Pd  like  to  ask  a  nurse  or  CN A  what      they  recalled  regarding 
the  inservice  in  the  POC.  Who  may  1  talk  to? 

1 7.  Was  new  equipment  purchased?  (e.g.  medication  carts,  serving  trays  for  the  dining  room?) 

1 8.  Were  there  changes  in  the  physical  plant  or  the  environment?  (e.g.  curtains  replaced,  walls 
painted?) 

19.  What  costs  were  incurred  in  the  above?  (training,  equipment,  alterations  in  the  physical 
environment?) 

20.  Have  you  continued  to  incur  costs  to  be  in  compliance? 
Maintenance 

POC  21.        What  evidence  could  you  show  me  that  you  have  maintained  those 
corrections? 

PROBE: 

22.  For  inservice:  Have  new  staff  been  trained  in  the  inservice  topic? 

23.  For  equipment:  May  I  see  this  equipment? 

24.  For  physical  environment:  May  I  see  what  was  changed? 

Necessity  of  changes 

POC.  25.       Do  you  consider  what  you  implemented  in  the  POC  as  necessary  to  resident 
care? 

POC.  26.        Do  you  consider  the  POC  as  necessary  for  the  quality  of  services  that  you  wish 
to  provide? 

PROBE: 

27.  Were  any  actions  and  changes  made  in  the  POC  done  solely  to  be  in  compliance? 

28.  Would  you  have  taken  those  actions  if  they  were  not  required0 

29.  Would  you  have  taken  other  actions? 

Effectiveness 

POC  30.        Has  the  POC  been  effective? 

PROBE: 
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2.  Impact  of  New  Enforcement  Regulations 

3 1 .      Would  other  alternatives  have  been  more  effective? 


Behavioral  Change 

POC  32.        Since  the  POC  often  requires  that  practices  must  change,  this  means  changing 
people's  behavior,  have  you  achieved  those  changes? 

PROBE: 

33.  If  not.  it  is  understandable  that  behavioral  change  is  difficult,  what  efforts  have  you  taken  to 
try  to  change  behavior9 

34.  If  so.  what  was  necessary  to  achieve  these  changes  in  staff  behavior? 


ENF.l.  What  remedies  were  proposed  and  what  was  actually  imposed  for  your  most 

recent  surveys? 

ENF.2.  If  the  remedies  had  not  been  imposed  or  if  the  threat  of  the  remedies  had  not 

existed  would  you  have  implemented  the  same  changes? 

PROBE: 

3.        Would  you  have  implemented  other  changes? 

ENF.4.  What  impact  did  the  imposition  of  the  remedies  have  on  management?  on 

service  delivery  staff  in  terms  of  morale,  turnover? 

ENF.5  Are  the  remedies  applied  appropriate  to  the  seriousness  of  the  regulatory 

violations  that  are  cited? 

PROBE: 

6.  Are  these  remedies  applied  consistently  0 

7.  Are  they  applied  equitably  across  providers9 

ENF.8.  Should  all  facilities  be  given  an  opportunity  to  correct  prior  to  imposition  of 

remedies  (date  certain)? 

ENF.9.  Under  what  circumstances,  (if  any)  would  the  imposition  of  immediate  remedies 

be  justified? 
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3.  Observations  and  Attitudes  about  the  Survey  Process 

ENF.10.         What  are  your  suggestions  for  alternative  remedies  that  could  be  more  effective 
than  the  current  options? 


SUR1.  What,  if  any,  changes  have  you  perceived  in  the  focus  of  your  most  recent 

surveys? 

PROBE: 

2.  For  example,  more  resident  centered,  attention  to  quality  of  life,  quality  of  care,  more 
paperwork? 

3.  Have  you  observed  a  change  in  the  time  surveyors  spend  on  site? 

SUR.2.  What  is  the  nature  of  the  interaction  between  the  surveyors  and  the  staff,  the 

surveyors  and  the  facility  management? 

SUR.3.  How  would  you  describe  your  recent  surveys  in  terms  of  its  objective  or 

subjective  dimensions? 

SURA  Were  your  survey  results  affected  by  the  judgment  of  a  surveyor(s)? 

PROBE: 

7.        Would  you  concur  that  was  an  accurate  judgment9 

SUR.5.  Are  the  survey  results  a  complete  and  correct  reflection  of  the  quality  of  care 

provided  in  your  facility? 

ACC.l  How  familiar  are  you  with  the  JCAHO  Long  Term  Care  Accreditation 

process? 

ACC.2.  Should  the  JCAHO  be  provided  a  deemed  status  so  that  facilities  that  arc 

accredited  through  JCAHO  would  be  recognized  as  meeting  the  standards  of 
the  HCFA  survey  process? 

ACC.3  What,  if  any,  value  do  you  place  on  facility  accreditation? 
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4._Attitudes  and  perceptions  surrounding  accreditation 

ACC.4  (If  facility  is  not  accredited)  Are  you  or  would  you  plan  to  go  through  the 

accreditation  process? 

ACC.5  (If  facility  is  not  accredited)  What  costs  would  you  incur  to  be  accredited  and 

do  you  view  these  costs  as  necessary  or  excessive? 

ACC.6  (If  facility  is  accredited)  How  would  you  compare  the  on-site  JCAHO  survey 

activity  with  the  HCFA  process? 

ACC.7  (If  facility  is  accredited)  How  would  you  compare  the  decision  making 

process  (and  related  enforcement)  of  JCAHO  and  HCFA  surveys? 

ACC.8  (If  facility  is  accredited)  Please  describe  your  preparation  for  the  JCAHO 

survey,  in  terms  of  costs  incurred,  use  of  consultant,  staff  time. 

5.  Reactions  to  the  Survey  Process  and  Enforcement  regulations  (If  time  permits) 

ADD.l  What,  if  anything,  do  you  regard  as  positive  aspects  of  the  current  survey 


ADD.2  What  if  anything  do  you  regard  as  positive  aspects  of  the  enforcement 

system? 

ADD.3  What  if  anything  do  you  see  as  a  negative  aspect  of  the  current  survey  process? 

ADD. 4  What,  if  anything,  do  you  consider  a  negative  aspect  of  the  enforcement  system? 

ADD. 5  What  are  the  main  challenges  you  face  in  operating  a  facility  in  the  existing 

regulatory  environment? 

ADD6.  Are  there  any  additional  comments  you  would  like  to  make,  is  there  any  thing 

else  that  you  want  me  to  understand  about  the  survey  process,  the  enforcement 
system,  or  the  present  regulatory  environment? 


47 


Appendix  M 


Appendix  Ml:  Center  for  Health  Systems  Research  and  Analysis  (CHSRA)  Summar 

of  Insights  from  Survey  Studies 
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Summary  of  Insights  from  Survey  Studies 

The  following  report  is  written  in  response  to  several  questions  posed  by  the  Health  Care  Financing 
Administration  (HCFA)  about  how  the  revised  long-term  care  survey  is  functioning  out  in  the  Field. 
Our  responses  are  based  on  findings  from  survey  studies  conducted  by  the  Center  for  Health  Systems 
Research  and  Analysis  (CHSRA)  as  part  of  Contract  HCFA  500-94-0075  This  report  is  also 
supplemented  with  information  from  the  Variation  Improvement  Project  (VIP)  jointly  sponsored  by 
the  Association  of  Health  Facility  Survev  Agencies  (AHFSA)  and  the  Health  Care  Financing 
Administration  (HCFA)  The  report  is  divided  into  two  sections  Section  A.  describes  the  studies 
that  form  the  basis  of  our  responses  and  Section  B.  provides  answers  to  three  questions  posed  b\ 
HCFA 

A.  BACKGROUND 
CHSRA  SURVEY  STUDIES 

There  w  as  a  two-fold  purpose  to  the  CHSRA  survey  studies.  First,  to  monitor  implementation  of  the 
revised  long-term  care  survey  process  that  was  effective  July  1.  1995.  Secondly,  to  identify  possible 
reasons  for  variations  in  survey  findings  among  the  states.  The  report  was  completed  and  submitted 
to  HCFA  on  10/15/97 

The  project  utilized  two  different  types  of  studies,  concurrent  surveys  and  survey  observ  ations. 

For  concurrent  surveys,  the  CHSRA  research  survey  teams  completed  standard  Federal 

certification  surveys  simultaneous  with  recertification  surveys  being  conducted  by  State  survey 
teams. 

The  survey  observations  were  conducted  by  CHSRA  observers  who  used  an  observ  ation  protocol 
(Attachment  3)  structured  by  a  series  of  questions  about  each  specific  task  in  the  revised  LTC 
survey  process. 

The  CHSRA  Research  teams  and  the  State  survey  teams  utilized  the  July  1995  rev  ised  long-term 
care  survey  process  during  the  concurrent  surveys,  and  the  Research  teams  were  provided  a  protocol 
(Attachment  1 )  that  described  how  they  were  to  coordinate  and  communicate  with  the  State  team 
during  the  concurrent  surveys  Communication  between  teams  was  kept  to  a  minimum.  Onlv  the 
entrance  conferences  and  resident  group  interv  iews  were  conducted  jointly  by  both  teams  in  order  to 
reduce  the  burden  on  the  residents  and  facilities.  The  Research  survey  teams  did  not  conduct  an  exit 
conference  with  the  facilities  since  the  State  surv  ey  was  the  "survey  of  record.'"  Additionally,  we  did 
not  w  ant  to  compromise  the  State  survey  team  in  any  w  ay  if  findings  from  the  two  teams  were  at 
variance  All  CHSRA  research  survcv  teams,  for  the  concurrent  surveys,  were  composed  of  3 
surveyors  including  at  least  one  nurse.  State  survey  teams  utilized  their  standard  team  sizes  and 
compositions. 

Each  concurrent  surv  cv  w  as  followed  by  an  extensiv  e  debrief  call  so  that  surv  ey  findings  and  time 
utilization  could  be  compared  The  Stale  and  Research  survey  teams  as  well  as  HCFA  staff 
participated  in  the  debrief  calls  The  CHSRA  project  coordinator,  using  a  structured  debrief  protocol 
(Attachment  2).  acted  as  the  call  coordinator,  and  ensured  that  the  discussion  covered  all  aspects  of 
the  surv  cv  process  All  debrief  calls  were  audiotapcd  and  transcribed    Transcriptions  were  prov  ided 
to  both  HCFA  and  participating  state  survcv  agencies 
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Generally  one  CHSRA  observer  was  used  to  conduct  the  sur\ey  observations.  In  a  limited 
number  of  situations  more  than  one  observ  er  was  utilized  to  pro\  ide  training  experience  to  a  new 
CHSRA  observer.  At  the  conclusion  of  the  survey  observations,  the  CHSRA  observers  wrote  a 
report  that  answered  the  questions  in  the  survey  observation  protocol.  CHSRA  survey 
observations  were  not  shared  with  facilities.  At  HCFA"s  request,  general  findings  from  the 
observations  were  shared  w  ith  the  State  surv  ey  agencies  and  HCFA  Regional  Offices,  however 
every  attempt  was  made  to  protect  the  identity  of  indiv  idual  surveyors  and  survey  teams. 

Twenty-nine  CHSRA  survey  studies  were  completed  including  6  concurrent  surveys  and  23 
survey  observations.  Initially,  ue  had  planned  to  complete  equivalent  numbers  of  concurrent 
survey  s  and  survey  observation  studies.  However  over  time.  HCFA  chose  to  concentrate  on 
survey  observations.  Survey  studies  were  completed  in  10  states.  The  ten  states  represented  8  of 
the  10  HCFA  regions  in  the  nation   Decisions  about  which  states  to  include  in  the  studies  were 
jointly  made  by  HCFA  and  CHSRA.   States  were  chosen  based  on  several  historical  factors 
including:  average  total  numbers  of  deficiencies:  average  number  of  survey  s  that  resulted  in 
substandard  care  deficiencies:  average  number  of  surveys  that  resulted  in  substantial  compliance: 
and  the  average  amount  of  time  that  individual  states  utilized  to  conduct  the  revised  LTC  surv  ey 
process.   Each  state  received  from  2-4  survey  studies  that  consisted  of  some  combination  of 
either  concurrent  survey  s  or  surv  ey  observations. 

CHSRA  identified  specific  facilities  for  the  studies  (Table  1 ).   Criteria  included  bed  size, 
numbers  of  deficiencies  cited  previously  at  the  facility  ,  and  accessibility  to  regional  airports. 
Facilities  ranged  in  size  from  60-206  beds.  Also  considered  was  the  relative  "fit"  with  the 
States"  deficiency  citing  patterns  (e.g..  facilities  with  higher  numbers  of  deficiencies  in  the  last 
survey  were  chosen  in  states  with  a  pattern  of  citing  higher  numbers  of  deficiencies). 


Table  1  -  CHSRA  Surv  ey  Studies. 


STATE/TYPE 

BEDSIZE 

DATES 

SURVEYORS/ 
OBSERVERS 

1 

1 . 1  Concurrent  Survey 

108 

12  96 

1 .2  Survev  Observation 

180 

3  96 

2 

1.3  Survey  Observation 

128 

4  96 

1 

2 

2.1  Surve\  Observation 

99 

3  97 

1 

2.2  Survey  Observation 

98 

6  97 

1 

3 

3. 1  Survev  Observation 

60 

4  96 

1 

3.2  Survev  Observation 

100 

4  96 

1 

3.3  Survev  Observation 

143 

5-96 

1 

4 

4. 1  Survev  Observation 

71 

10  95 

-, 

4.2  Survev  Observation 

60 

1  1  95 

1 

4.3  Concurrent  Survev 

.1  50 

1  1  95 

5 

5. 1  Survev  Observation 

104 

3  97 

, 

5.2  Survev  Observation 

91 

3  97 

1 

5.3  Survev  Observation 

180 

5  97 

1 

6 

6.1  Survey  Observation 

100 

4  96 

1 

6.2  Survev  Observation 

60 

5  96 

1 

6.3  Concurrent  Survev 

151 

6  96 

7 

7.1  Survev  Observation 

108 

2  96 

1 

7.2  Survey  Observation 

130 

2  96 

1 

7.3  Survey  Observation 

120 

2  96 

8 

8.1  Concurrent  Survey 

151 

12  95 

3 

8.2  Concurrent  Survey 

79 

12  95 

3 

8.3  Survey  Observation 

113 

2  96 

1 

9 

9 1  Survey  Observation 

206 

4  96 

1 

9.2  Survey  Observation 

136 

5  96 

1 

9.3  Survey  Observation 

128 

5  96 

1 

10 

10  1  Survey  Observation 

"3 

"  96 

10.2  Survev  Observation 

163 

7  96 

1 

10.3  Concurrent  Survev 

128 

1  1  96  1 

The  29  studies  were  conducted  b\  research  teams  or  observers  drawn  from  a  roster  of  eight 
surveyors/observers  selected  by  CHSRA.  These  indiv  iduals  were  selected  based  on  their 
experience  and  expertise  as  LTC  surveyors,  and  their  experience  as  trained  field  researchers  in 
other  CHSRA  projects  such  as  v  alidation  studies  of  quality  indicators  in  nursing  homes  as  part  of 
HCFA's  National  Nursing  Home  Case  Mix  and  Quality  demonstration  project.  All  individuals 
had  passed  the  Surveyor  Minimum  Qualifications  Test  (SMQT).  Additionally,  6  of  the  8 
CHSRA  surveyors/observers  participated  in  the  initial  field  testing  of  the  rev  ised  Federal  Long 
Term  Care  (LTC)  survey  process,  and  were  members  of  the  faculty  that  prov  ided  national  HCFA 
training,  in  April-May  of  1995.  to  state  survey  agency  personnel  on  the  rev  ised  LTC  survey 
process. 

All  of  the  surveyors/observers  were  trained  on  the  concurrent  survey  and  the  survey  observation 
protocols  by  several  extended  training  tele-conference  calls  in  November  1995.  These  training 
calls  were  held  subsequent  to  the  first  survey  observation  conducted  in  October  1995  by  a 
CHSRA  observer  and  the  CHSRA  Project  Coordinator  to  test  and  refine  the  survey  observation 
protocol.   Subsequent  status  tele-conferences  were  held  with  all  surveyors/observers, 
periodically  throughout  the  survey  studies,  to  discuss  observation  strategy  and  refine  the 
observation  process. 

VARIATION  IMPROVEMENT  PROJECT  (VIP)  SURVEY  OBSERV  ATIONS 

The  Variation  Improvement  Project  (VIP)  was  created  as  a  joint  project  of  the  Association  of 
Health  Facility  Survey  Agencies  (AHFSA)  and  HCFA.  CHSRA  was  contracted  to  train  the 
survey  observers  and  coordinate  the  project.  The  project  offered  sev  eral  opportunities  to 
participants  including: 

•  an  opportunity  to  observe  other  state  surveyors  conduct  the  rev  ised  LTC  survey  process; 

•  an  opportunity  to  identify  possible  reasons  for  variations  in  survey  findings;  and 

•  some  potential  for  interaction  with  other  state  surveyors. 

In  September  1996  in  Kansas  City.  21  state  and  HCFA  Regional  Office  surveyors  were  trained 
on  how  to  use  the  structured  survey  observation  protocol  utilized  by  CHSRA  in  its  survey 
observations.  Trainees  included  surveyors  from  4  state  survey  agencies.  5  HCFA  Regional 
offices,  and  an  observer  from  HCFA's  central  office  in  Baltimore.  Training  was  conducted  by 
CHSRA  observers/surveyors  who  had  been  conducting  the  CHSRA  survey  observations.  The 
VIP  observ  ations  were  designed  to  have  a  CHSRA  observer  accompany  pairs  of  state  or  HCFA 
Regional  Office  surveyors  on  their  first  observation  to  answer  questions  and  provide  feedback. 
Six  states  were  chosen  by  CHSRA  for  the  VIP  observations.  These  states  represented  6  of  the  10 
HCFA  regions.  The  states  chosen  were  not  to  be  states  included  in  the  CHSRA  survey  studies, 
but  were  chosen  using  some  of  the  same  criteria  (e.g..  numbers  of  deficiencies  cited  prev  iously  at 
the  facility,  and  accessibility  to  regional  airports)  as  in  the  CHSRA  survey  studies.  Two 
observations  were  planned  for  each  state.  At  the  conclusion  of  each  VIP  Mirvey  observation,  the 
VIP  observers  provided  a  report  to  CHSRA  regarding  their  findings.  Lleven  of  the  planned  12 
VIP  observations  have  been  conducted  at  the  lime  of  this  report  (Table  2). 
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Table  2  -VIP  Survey  Studies  Conducted 


STATELY  PE 

DATES 

OBSERVERS 

11 

|  BEDSIZE 

11.1  Survey  Observation 

304 

1  1  96 

1  1 .2  Surve\  Observation 

95 

6  97  1 

12 

1 

12.1  Survey  Observation 

82 

10  96 

12.2  Survev  Observation 

167 

8  97  1 

13 

 1 

! 

13.1  Survev  Observation 

118 

3  97 

1 

13.2  Survev  Observation 

110 

6  97 

1 

1 

14. 1  Survev  Observation 

180 

10  96 

3  * 

14.2  Surve;.  Observation 

130 

3  97 

1 

15 

1 

 ,  1 

15.1  Survey  Observation 

73 

1  97 

15.2  Survey  Observation 

180 

2  97 

1 

16 

!               1  1 

1 6. 1    Survev  Observation 

93 

12  96 

♦Includes  a  CHSRA  Trainer 

B.  HOW  IS  THE  REVISED  SURVEY  PROCESS  FUNCTIONING  IN  THE  FIELD? 

The  Health  Care  Financing  Administration  has  asked  three  specific  questions  about  findings 
from  our  field  studies  that  may  provide  some  evidence  about  how  the  revised  LTC  survey 
process  including: 

1.  Did  the  CHSRA  research  team  (or  observers)  find  instances  of  serious  problems  that 
were  not  identified  by  the  state  surv  ey  team  (and  vice  versa)?   If  so,  can  you  give 
examples?  The  purpose  here  is  not  just  to  note  differences,  some  of  w  hich  are  inherent  in 
any  system,  but  rather  to  ask  how  serious  are  the  differences? 

2.  There  are  entire  states  that  have  never  found  a  single  substandard  care  deficiency  and 
others  who  have  found  almost  none.  Hence,  the  question  here  is  why  do  these  states  never 
cite  a  substandard  deficiency?   On  the  basis  of  your  fieldwork,  do  you  have  something  you 
can  tell  us  here?   !n  responding,  please  differentiate  between  what  you  might  say  on  the 
basis  of  direct  observation  and  w  hat  is  interpretation  from  your  observ  ations.  Some 
examples  would  be  useful  here.   Also  any  suggestions  on  how  this  question  might  be 
further  investigated  would  be  helpful. 

3.  The  average  number  of  deficiencies  has  declined.   Yet,  the  new  enforcement  system 
requires  that  every  problem  is  now  a  deficiency.   All  other  things  being  equal,  the  number 
of  deficiencies  should  hav  e  increased.  W  hat  do  you  think  is  going  on  here?  Again  some 
examples  would  be  useful. 

Ihis  section  of  the  report  addresses  each  of  these  questions  based  on  our  findings  from  both  the 


CHSRA  survey  studies  and  the  observations  conducted  as  part  of  the  Variation  Improvement 
Project.   Although  ue  have  greater  confidence  in  the  findings  of  the  CHSRA  observers  based  on 
their  experience,  ue  have  included  the  VIP  findings  because  they  do  provide  some  information 
about  6  additional  states.   Since  we  have  responded  to  HCFA's  questions  in  the  order  the\  were 
asked  there  is  some  overlap  in  our  ansuers. 

1.   Did  the  CHSRA  research  team  (or  observ  ers)  find  instances  of  serious  problems  that 
were  not  identified  by  the  state  surv  ey  team  (and  vice  versa)?   If  so,  can  you  give 
examples?  The  purpose  here  is  not  just  to  note  differences,  some  of  which  are  inherent  in 
any  system,  but  rather  to  ask  how  serious  are  the  differences? 

There  were  instances  of  problems  detected  bv  either  the  Research  survey  teams  (or  Research 
observers)  or  the  State  survey  teams  not  identified  by  the  other  team.   There  are  two  measures 
that  relate  to  the  issue  of  differences  between  the  Research  and  State  teams,  number  of 
deficiencies  identified  and  severity/scope  (S/S)  levels  identified.  In  Table  3  we  have  provided  a 
summary  all  -!9  CHSRA  and  VIP  studies.  We  have  arrayed  the  data  by  CHSRA  concurrent 
surveys.  CHSRA  survey  observations,  and  VIP  survey  observations. 


Table  3  -  Deficiency  and  Severity/Scope  Comparison 


SURVEY 
TYPE 

#OF 
SURVEYS 
STATE 
IDENTIFIED 
HIGHER  #  OF 
DEFS. 

U  OF  SURVEYS 
RESEARCHERS 
IDENTIFIED 
HIGHER  U  OF 
DEFS. 

#OF 
SURVEYS 
SAME  #  OF 

DEFS. 
IDENTIFIED 

#OF 
SURVEYS 

STATE 
IDENTIFIED 
HIGHER  SyS 

#  OF  SURVEYS 
RESEARCHERS 
IDENTIFIED 
HIGHER  S/S 

#OF 
SURVEYS 
SAME  S/S 
IDENTIFIED 

CHSRA 

Concurrent 

3 

1 

0 

Observation* 

3 

,  18  

1  o  

13  1" 

VIP 

Observation* 

4 

4 

3  4 

Total  10 

24 

6 

4                19  r 

*  Researchers  gave  their  opinions  about  deficiencies  and  seventv  scope  since  thev  were  observing  and  not 
conducting  the  survevs 

In  terms  of  total  deficiencies,  the  State  teams  identified  more  deficiencies  than  the  Research 
teams  for  concurrent  surveys  1.1,  8.1  and  8.2  i  see  Table  4)   The  Research  team  found  more 
deficiencies  in  concurrent  survey  6.3,  and  the  State  and  Research  teams  found  the  same  number 
of  deficiencies  for  concurrent  survevs  4.3  and  10.3.  The  Research  teams,  however,  seemed  to 
determine  higher  levels  of  severity  and  scope  for  the  deficiencies  they  identified.  The 
seventv  and  scope  of  deficiencies  is  determined  from  the  definitions  provided  on  the 
enforcement  grid  published  in  the  Federal  Register.  Volume  59.  Number  17.  November  10. 
1904.  A  copv  of  the  grid  is  attached  (Attachment  4)  The  Research  team  determined  higher 
levels  of  severitv  and  ^copc  for  3  of  the  concurrent  surveys  (1.1.  6.3.  and  8.1)    In  the  other  3 
concurrent  survevs.  the  State  and  Research  teams  identified  equivalent  levels  of  severitv  and 
scope.  It  is  noteworthy  that  the  Research  teams  identified  severitv  and  scope  levels  at  the  level 
of  actual  harm  in  5  of  the  6  concurrent  survevs  (1.1,  6.3.  8.1.  8.2  and  10.3).  and  in  concurrent 
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survey  1.1  determined  that  "'substandard  care"  existed.  Actual  harm  for  any  F  tag  is  defined  by 
boxes  G.  H  and  I  of  the  enforcement  grid  (Attachment  4).  Deficiencies  are  considered 
"substandard  care"  deficiencies  if  they  are  cited  in  the  general  regulatory  areas  of  Resident 
Behavior  and  Facility  Practices  (F  221-F225).  Quality  of  Life  (F  240-F258)  or  Quality  of  Care  (F 
309-F333).  Additionally .  substandard  care  deficiencies  must  have  sufficient  severity  and  scope 
defined  as  boxes  F.  H.  I.  J.  K  and  L  of  the  enforcement  grid  (Attachment  4).  The  State 
surveyors  identified  severity  and  scope  at  the  level  of  actual  harm  in  only  2  cases  (8.2  and  10.3). 
In  none  of  the  concurrent  surv  ey  s  did  the  State  survey  team  identity  serious  deficiencies  (actual 
harm  or  substandard  care)  that  were  not  identified  by  the  CHSRA  survey  team. 

In  Table  4  we  summarize  the  comparativ  e  findings  of  the  State  and  Research  teams  for  the  6 
concurrent  surveys  conducted  in  5  states.  The  deficiencies  are  designated  by  "F  tags"  which  are 
computer  identifiers  in  HCFA's  Online  Survey/Certification  and  Retrieval  (OSCAR)  data 
system.  Each  "F  tag"  denotes  a  specific  Federal  long-term  care  regulation,  or  part  of  a  regulation, 
from  42  CFR  483.10  -  483.75.  We  have  included  a  listing  of  all  F  tags  with  a  short  description  in 
Attachment  5.  For  specific  regulatory  definitions  of  each  F  tag.  please  see  Revision  274  of  the 
HCFA  State  Operations  Manual,  pages  PP  I  -  PP  203.  Please  note  that  for  confidentiality 
purposes,  we  have  used  numeric  identifiers  for  the  states  and  survey  studies  (concurrent  surveys 
and  survey  observations)  in  the  attached  tables.  In  Table  4  we  also  "bolded"  the  common  F  tags 
that  were  cited  by  both  the  Research  and  State  teams. 


Table  4  -  CHSRA  Studies  Deficiency  Comparison 


STATE/  FACILITY 

STATE  TEAM 

RESEARCH  TEAM 

1 

1.1 

F  157,  F  221.  F  241.  F  248.  F  249. 

F  246.  F248.  F  250.  F  272.  F  2^8. 

F  253.  F  254.  F  280,  F  281.  F  283.  F  31  1, 

F  279.  F  314 

F  367.  F  44  1 .  F  465.  F  494.  F  496 

Total  =  7 

Total  =  16 

Highest  Severity  Scope:  H 

Highest  Severity  Scope:  E 

4 

4.3 

F  248.  F  3  1  2 

F  248.  F  319 

Total  =2 

Total  =  2 

Highest  Severity  Scope:  E 

Highest  Severity  Scope:  F 

6 

6.3 

F  164. F  309.F  327.  F  364.  F  456 

F  221.  F  241.  F  250.  F  253.  F  258. 

Total  -5 

F  274.  F  2^9.  F310.  F  319.  F  323. 

Highest  Severity  Scope:  D 

F  329.  F  330.  F  331.  F  368.  F  464 
Total  =  1  5 

Highest  Severity  Scope  (. 

S 

8.1 

F  174.  F  248.  F  253.  F  272.  F  2~9. 

F  253.  F  272.  F  309.  F  318 

F  3  19.  F  323.  F  325. F  330.  F  360 

Total  =  4 

Total  -  10 

Highest  Severity  Scope  (■ 

Highest  Severity  Scope:  E 

8  2 

F  164.  F  166.  F  221.  F  241.  F  248. 

F  241.  F  253.  F  309.  F  316.  F  3  23. 

F  252.  F  253.  F  274.  F  279.  F  280. 

F324 

F  311.  F  316.  F  324.  F  325.  F  328. 

Total  =  6 

Highest  Seventy  Scope  G 

Total  =  18 

Highest  Sevent\  Scope:  G 

10 

10.3 

F252,  F253.  F  255.  F  256.  F  309. 
F  312.  F  318.  F  458.  F  463 
Total  =  9 

Highest  Severity /'Scope:  G 

F  156.  F  246.  F  252.  F  255.  F  316.  F  323. 
F  385.  F  458.  F  463 
Total  =  9 

Highest  Severity  Scope:  G 

The  survey  observations  provide  additional  e\  idence  that  the  Research  observers  identified 
deficiencies  at  higher  levels  of  severity  and  scope.  Table  5  summarizes  the  deficiencies  cited  b\ 
the  State  surv  ey  team  for  the  23  surveys  observ  ed,  and  prov  ides  a  summarv  of  the  observers' 
opinions  about  possible  deficiencies  thev  identified  during  their  observations  of  the  State 
surveys.  As  part  of  the  survev  observation  process,  the  CHSRA  observers  were  asked  to  give 
their  opinions  about  the  deficiencies  cited  by  the  State  surv  ev  teams,  and  to  identify  any  other 
deficiencies  they  believed  could  potentially  have  been  cited.  It  should  be  remembered  that 
unlike  the  concurrent  survev s,  where  the  CHSRA  teams  conducted  an  actual  survey  and 
compared  their  deficiencies  to  those  of  the  State  survev  teams,  the  CHSRA  observers  were  not 
required  to  defend  their  deficiency  decisions  so  there  was  greater  flexibility  to  identity  any- 
possible  deficiencies.  However  in  their  reports,  the  CHSRA  observers  commented  that  the 
deficiency  decisions  they  made  may  have  needed  further  investigation  to  support  final 
deficiencies.  The  CHSRA  observers  drew  their  conclusions  about  survev  findings  based  on  what 
thev  gathered  from  the  state  teams'  findings,  their  own  observations  and  their  surveyor 
experience. 


Table  5  -  CHSRA  Studies  Deficiency  Comparison 


FACILITY/ 

STATE  DEFICIENCIES 

OBSERVER  >S  POSSIBLE 

1 

1.2 

F  164.  F  203.  F  253.  F  323.  F  329.  F371. 

F  164.  F  203.  F  250.  F  272.  F  323.  F  329 

F  372.  F  44 1 .  F  500.  F  502. 

F  371,  F  372,  F  386.  F  427.  F  44  1 .  F  500. 

F  514 

F502 

Total  =11 

Total  =  1  3 

Highest  Grid  Level  =  E 

Would  have  put  F  500  at  E  instead  of  C. 

1.3 

F  156.  F  167.  F  272.  F  28'.  F  323. 

F  155.  F  156.  F  159.  F  164. F  167.  F  174. 

F  371.  F431 

F  176.  F  177.F  241.  F  242.  F  245.  F  24b. 

Total  =  7 

F  248.  F  252.  F  272.  F  27S.F  321.  F  322. 

Highest  Grid  Level  =  E 

F  323.  F  364.  F  431 

Total  =  21 

(No  major  comments  on  SS) 
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2 

2.1 

F  221.  F  248.  F  253.  F  254.  F  276. 

Observer  agreed  with  all  F  Tags  except 

F  279.  F  280.  F  309.  F312.  F314. 

F  426  (Pharmaceutical  Services)  which 

F  322.  F  323.  F  329.  F  363.  F  371. 

observer  believed  should  have  been  cited 

F  426.  F  456,  F  463.  F  514.  F  518 

under  F  332-F  333  (Unnecessary  drugs). 

Total  =  20 

Observer  indicated  severity  and  scope 

Highest  Grid  Level  =  E 

levels  should  be  raised  from  D  (no  actual 
harm)  to  G  (actual  harm )  on  F22  1 . 
F  276.  F  279.  F  309.  F  314.  F  322  based 
on  severitv  of  examples.  Observer  uould 
also  have  changed  severitv  and  scope 
levels  of  F  323  and  F  329  from  D 
( isolated)  to  E  (pattern )  based  on 
additional  resident  examples. 

2.2 

F  156.  F  164.  F  176.  F221.  F  241. 

Observer  agreed  with  F  tags  F  1 56.  F 

F  246.  F  248.  F  250.  F  253,  F  279. 

1  76.  F  22  1  ,"F  246.  F  248.  F  250.  F  253.  F 

F  309,  F  311.  F  316.  F  318,  F  322. 

309.  F  311.  F  316.  F  322.  F  323.  F  371. 

F  323.  F  363,  F  364.  F  367.  F  371, 

and 

F  427,  F  430.  F  44  1 .  F  465,  F  514, 

F  465.  The  observer  would  have  cued  the 

F517  . 

examples  in  F  164  under  F  241  and  the 

Total  =  26 

examples  in  F  318  under  F309  The 

Highest  Grid  Level  =  F 

observer  disagreed  with  the  sevent\  and 
scope  decisions  on  F241  (H  rather  than 
E).  F  279  (E  instead  of  D  because  of 
additional  examples),  and  F  427  (D 
instead  of  E  because  of  isolated 
examples).  The  observer  also  questioned 

3 

3.1 

No  Deficiencies 

F  201.  F  225.  F  272 
Total  =  3 

(No  comments  on  S  S) 

3.2 

F  250,  F  309.  F  312.  F  318.  F  323. 

F  164.  F  170.  F  221.  F  250.  F  272.  F  309. 

F  371,  F 460 

F  31  !.  F  312.  F  318.  F  323.  F  353.  F  3"1. 

Total  =  7 

F  460 

Highest  Grid  Level  =  E 

Total  =  13 

(No  comments  on  S  S) 

F  272.  F  279.  F  371 

F  157,  F  250.  F  2^2.  F  279.  F  371 

Total  =  3 

Total  =  5 

Highest  Grid  Level  =  E 

i  No  comments  on  S  S  ) 

4 

4  1 

F  248.  F  272.  F  31  1.  F  312.  F  313. 

F  154.  F  163.  F  1  77.  F  22 1 F  24 1 .  F  242. 

F  319.  F  324 

F  248.  F  250.  F  252.  F  2"9,  F  309.  F3  1  2. 

Total  =  7 

F  324.  F  331.  F  353.  F  454 

Highest  Grid  Level  =  G 

Total  =  16 

Observers  believed  there  was  potential 
substandard  care  at  F  22 1 .  F  24 1 .  1  24S. 
F  312  and  F  331 

4  2 

F  156.  F  16".  1  309.  F  31  1.  F  371 

F  154.  F  156.  F  167.  F  174.  F  252.  F  309. 

Total  =  5 

F  311.  F  325.  F  329.  F  371  . 

Highest  Grid  1  evel  =  D 

Total  =  10 

(No  comments  on  S  S) 

5 

5  1 

F  157.  F  164.  F  166.  F  221.  F  241. 
F  246.  F  252.  F  253.  F  279.  F  3 1 1. 
F441.  F  445.  F  454 
Total  =  1 3 

Highest  Grid  Level  =  F 

The  observer  agreed  with  all  F  Tags 
identified.  The  obser\er  would  have 
changed  the  severity  and  scope  levels 

from  n  (  i^nHrprn  nn  F  ^79  inH  F  >  1  1  rn 

E  (partem).  Observer  also  indicated  that 
possible  deficiencies  also  existed  at  F 
278.  F  310.  F  319.  F  320.  F  325.  F  329.  F 
330.  F  33  1 .  F  353.  F  360.  F  364.  F  428.  F 
429.  F  456.  and  F  461 

5.2 

F  164.  F  221.  F  241.  F  246.  F  248. 
F  258.  F  279.  F  309.  F  31  1.  F  314. 
F  319.  F  324.  F  325.  F  327.  F  328. 
F  371 
Total  =  16 

Highest  Grid  Level  =  G 

Observer  agreed  with  findings  except  for 
the  follow  ing:  Observer  would  have  cited 
resident  examples  for  F  246 
(Accommodation  of  Needs)  under  F  325 
(Accidents).  Observer  did  not  believe 
that  a  deficiencv  could  be  supported  at 

F  1  1  I    Thp  nhcprv^r  vl  m  i  IH  hivp  c h  t  n  0 i1!  \ 

r   J  1  I.    lilt  UUjCI  Vt»l    v\  U  U  1  U  Have  Lilalii_LLI 

the  severity  and  scope  decisions  from  G 
(isolated)  to  H  (partem  B  substandard 
care)  for  F  314  and  F  324.  and  from  D 
(no  actual  harm)  to  G  (actual  harm)  for 
F  325  and  F  328. 

5.3 

F  159.  F  224.  F  24 1 .  F  274.  F  312. 
F  314.  F  353.  F  368. 
F430 
Total  =  1  1 

Highest  Grid  Level  =  J 

Observer  agreed  with  findings  except  for 
the  following:  Observer  would  have 
changed  severity  and  scope  of 
F  3  12  from  E  (pattern)  to  F  (widespread 
B  substandard  care)  and  would  have  cited 
problems  identified  under  F  329 
(Unnecessary  drugs)  rather  than  F  430 
(Drug  regimen  review  ).  Additional!;. .  the 
observer  identified  possible  deficiency 

nnrl^r  F  1  f\~>    Pill     F  ~>~>~>    F  ">">3    F  "'4(1 

unuerr  i  o_ .  r  —  i.  r  r  — r 

F  244.  F  248.  F  250.  F  272.  F  273.  F  278. 
F  279.  F  281.  F  309.  F  310.  F  311.  F  31". 
F  318.  F  319.  F  320.  F  323.  F  324.  F  325. 
F  328.  F  329.  F  330.  F  360.  F  366F  385. 
and  F  520. 
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6 

6. 1 

No  Deficiencies 

The  observer  identified  deficiencies 
under  F  201.  F  202.  F  203.  F  22  1 .  F  222. 
F  241.  F  248.  F  250.  F  252.  F  253.  F  258. 
F  279.  F  309.  F  329.  F  364.  F  521 
Total  =  16 

(No  comments  on  S  S) 

No  Deficiencies 

The  observer  did  not  list  specific 
deficiencies  but  had  concerns  in  the 
following  areas  that  needed  additional 
invcsti**3tion 1  unn^ccsstir\  dru 2 s 
restraints,  weight  loss,  activities, 
incontinence,  pressure  sores,  and  tube 
feeding.  Observer  indicated  that  more 
investigation  would  have  been  needed  to 
comment  on  severity  and  scope 

7 

7  I 

F  167.  F  281.  F  314.  F  367.  F  370. 
F  371.  F  445.  F  465 
Total  =  8 

Highest  Grid  Level  =  F, 

F  155.  F  167.  F  221.  F  241.  F  250.  F  279. 
F28I.  F3I4.  F  325.  F  363.  F  370.  F37I. 
F  445.  F465 
Total  =  14 

F  281  at  G  not  D;  F  372  at  F  not  C; 
F  445  at  F  not  C 

F  152.  F  221.  F  225.  F  281.  F  309. 
F  323.  F  387.  F  465 
Total  =  8 

Highest  Grid  Level  =  G 

F  151.  F  152.  F  154.  F  164.  F  221.  F  225. 
F  248.  F  250.  F  2^2.  F  276.  F  310.  F3I  1. 
F  312.  F  314.  F  323.  F  325.  F  326.  F  329 
F  386.  F  387.  F  441.  F  465.  F  493 
Total  =  23 
F221  at  H  notG 

7.3 

F  221.  F  282. F  309.  F  323.  F  325. 
F  329.  F  363.  F  429.  F  496 
Total  =  9 

niiznesi  *jmu  Level  —  t 

F  156.  F  163.  F  164.  F  174.  F  176.  F  221. 
F  222.  F  248.  F  250.  F  252. F  258.  F  272. 
F  279.  F  312.  F  314F  317.  F  318.  F  319. 
p  ■JO'5  F  ^~>6  F  ^">7  F          F  363  F  496 
F  520.  F  521 
Total  =  26 

Observers  indicated  several  Qualin  of 
Care  and  Quality  of  Life  deficiencies 
were  at  substandard  care  levels. 

8 

 ! 

8.3 

F  246.  F  279.  F  309.  F  314.  F  319. 
F  328.  F  3 7 1 .  F  426 
Total  =  8 

Hiehest  Grid  Level  =  G 

F246,  F  312.  F319.  F  328.  F371.F426  j 
Total  =  6 

(No  comments  on  S  S) 

9 

9.1 

F  241.  F  246.  F  253.  F  274.  F  275. 
F  279.  F  280.  F  328 
Total  =  8 

Highest  Grid  Level  =  G 

F241,  F  246.  F  253.  F  274.  F  275.  F  2"9. 
F  280.  F  328.F  442.  F5I8 
Total  =  10 

(No  comments  on  S  S) 

9.2 

F  272.  F  323.  F  331.  F  463 
Total  =  4 

Highest  Grid  Level  =  G 

F221.  F  246.  F  248.  F  257.  F  258.  F  2~2. 
F  319.  F  329.  F  465.  F  469 
Total  =  10 

Observer  indicated  that  there  vvab 
potential  harm  to  residents  related  to 
problems  created  by  major  facilitv 
construction  project, 

9.3 

F  281,  F  323.  F  329.  F  331,  F  364. 
F  371.  F465 
Total  =  7 

Highest  Grid  Level  =  F 

F221  F  272.  F  281.  F  323.  F  3  12.  F  3  14. 
F316,  F  329.  F331,  F  364.  F37l.  F  465 
Total  =  12 

Observer  indicated  that  F  22 1 .  F  28 1  and 
F  3  1 2  were  probablv  at  H. 

10 

10.1 

F  242.  F  248.  F  252.  F  312.  F  367. 
F  44 1 .  F  323 
Total  =  7 

Highest  Grid  Level  =  G 

F  248.  F  252.  F  253.  F  312.  F  367.  F  44  1 . 
F  323.  F  365 
Total  -  8 

(No  comments  on  S  S) 

10.2 

F  164.  F221.  F225,  F242.  F  246. 
F  252.  F  253.  F  272,  F278.  F  309. 
F  31  1.  F  312.  F  314.  F  316.  F  318. 
F  319.  F324.  F  328.  F  333.  F  364. 
F444.  F  465 
Total  =  22 

Highest  Grid  Level  =  G 

F  164.  F221.  F225.  F242.  F  246.  F  252. 
F  253.  F  272.  F278.  F  309.  F  3  1  1 .  F  3  1  2. 
F  314,  F  316.  F  318.  F  319.  F324.  F  328. 
F  333.  F  364.  F444.  F  465 
Total  =  22 

(No  comments  on  S  S) 

In  78%  of  the  survey  observations  ( 18  of  23)  the  observ  ers  probablv  would  have  cited  more 
deficiencies  than  the  State  team.  In  2  cases  the  observers  essential!)  agreed  with  the  F  tags 
identified  by  the  State  teams  and  in  3  cases  the  CHSRA  observer  v.ould  have  identified  fewer 
deficiencies. 


In  13  of  23  survev  observations  (56%)  the  CHSRA  observers  would  have  raised  the  level  of 
sevefitA  and  scope  of  some  of  the  deficiencies  cited  b>  the  State  survev  team.  In  all  of  the  other 
survev  observations,  the  CHSRA  observers  would  have  agreed  with  the  seventv  and  scope  level 
determined  bv  the  State  teams.  The  CHSRA  observers  also  would  have  raised  the  level  of 
severitv  and  scope  to  actual  harm,  or  increased  the  scope  of  deficiencies  alreadv  cited  at  actual 
harm  in  5  of  23  surve>  observations  (22%)  (surveys  2.1,  2.2,  5.2,  7.1  and  9.3).    The  CHSRA 
observers  identified  substandard  care  in  6  of  23  survev  observations  (26%)  (surveys  4.1,  5.2.  7.1, 
".2.  7.3  and  9.3) 

I  he  survev  observations  conducted  bv  the  VIP  observers  provided  feedback  on  the  deficiencies 
cited  in  I  I  State  survev  s  (Table  6),   The  VIP  observers  agreed  with  the  State  survev  team  lor  2 


surveys.  VIP  observers  would  ha\e  cited  fewer  deficiencies  than  the  States  teams  for  4  surveys 
because  they  did  not  believe  that  the  State  survev  teams  had  the  e\  idence  to  support  some  of  the 
identified  deficiencies.  For  5  surveys,  the  VIP  observers  would  have  cited  more  deficiencies 
than  the  State  survey  team.  The  VIP  observers  agreed  with  the  severitv  and  scope  decisions  of 
the  State  survey  teams  in  4  of  1  1  surveys  and  would  hav  e  cited  a  higher  level  of  severity  and 
scope  for  3  surveys. 


Table  6-  V  IP  Studies  Deficiency  Comparison  -  State  Team  vs.  Observ  er 


FACILITY/ 
LOCATION 

STATE  DEFICIENCIES 

OBSERVERS=  POSSIBLE 
DEFICIENCIES 

11 

ill 

F  164.  F  246.  F  272.  F  281.  F  312.  F3I8. 
F  324.  F  325.  F  332.  F  432. 
F495 
Total  =1  1 

Higher  Grid  Level  =  D 

F  164.  F  246.  F  221.  F  272.  F  274.  F  310. 
F  31  1.  F  312.  F  316.  F318.  F  324.  F  325. 
F33I.  F  428.  F  432.  F  44  1 .  F  495 
Total  =  1  8 

One  observer  would  have  put  F  3  12  at 
severity  and  scope  level  G  not  D. 
F  325  at  G  not  D.  and  F  495  at  E  not  D 
Other  observer  would  have  put 
F  312  at  E. 

1  1.2 

F  241.  F  272.  F  3  14.  F  3  16.  F  3  18.  F323. 
F  327.  F363.  F  371.  F441. 
F  445.  F  465 
Total  =  12 

Highest  Grid  Level  =  F 

The  observer  agreed  with  the  deficiencies 
cued  at  F  3  14.  F  327  and  F 441.  The 
observer  did  not  believe  that  the  state 
surveyors  had  the  supporting  evidence  to 
cite  deficiencies  at  F  241.  F  272. 
F  323  and  F  363.  The  observer  disagreed 
with  the  severityscope  decisions  tor 
F  316.  F  3  18  and  F  F445  B  the  observer 
believed  only  minima!  harm  existed.  For 
F  465.  the  observer  believed  that  the 
problem  was  not  widespread  in  scope  but 
was  only  a  pattern 

12 

12.1 

F  241.  F  281. 
Total  =  2 

Highest  Grid  Level  =  G 

F  241.  F  272.  F  279.  F  281 
Total  =  4 

(No  comments  on  SS  j 

12  2 

F  246.  F  3  1  3 
Total  =  2 

Highest  Grid  Level  =  B 

Observer  agreed  with  state  survev 
1  findings. 

1  " 

13 

13  I 

F  164.  F  241.  F  253.  F  314.  F  316. 
F  441.  F  456.  F  514 
Total  =  8 

Highest  Grid  Level  =  G 

Observer  agreed  with  deficiencies  cited  at 
F  253.  F  44  1  and  F  456.  The  observer 
did  not  believe  that  deficiencies  could  be 
supported  for  F  3  14.  F  3  16  and  F  514 
The  observ  er  did  not  believe  that  F  1 64 
was  a  pattern  at  E  since  there  was  onl> 
one  example:  that  F  456  was  not 
widespread  at  C  but  rather  uas  a  pattern 
at  E.  Final!)  the  observer  believed  that 
the  "failure  to  groom"  residents  should 
have  been  cited  under  F  3 12  ( Activ  ities  of 
Dailv  Living)  instead  of  F  24  1  (Dignity 

13.2 

F  221.  F  272.  F  318.  F  514 
Total  =  4 

Highest  Grid  Level  =  E 

The  observer  agreed  with  deficiencies  at 
F221  (however  at  a  severitv  and  scope 
level  of  G  instead  of  E  for  two 
examples);  F272  (at  a  severitv  and  scope 
ievel  of  F  instead  of  C).  and  F  3  1  8.  The 
observer  disagreed  with  F  5  !4  because 
the  observer  thought  the  proMem  should 
be  cited  as  an  assessment  issue.  The 
observer  would  have  also  cued  F  3  !0 

14 

14.1 

F  164 
Total  =  1 

Highest  Grid  Level  =  A 

F  164.  F  371.  F  514 
Total  =  3 

(No  comments  on  S  S) 

14.2 

F  159.  F  164.  F  253.  F  314.  F  322. 
F  497.  F  520.  F  52! 
Total  =  10 

Highest  Grid  Level  =  F 

Observer  agreed  w  ith  all  deficiencv 
findings  except  F  497  that  the  observer 
believed  was  a  widespread  problem  at  an 
F  severitv  and  scope  level.   The  observer 
also  believed  that  a  deficiencv  was 
identified  at  F  174.  The  survev  team  had 
also  identified  this  deficiencv  but  the 
deficiencv  was  removed  during  the 
deficiency  review  process. 

15 

15  1 

F  246.  F  282.  F  323.  F  371 
Total  =  4 

Hiohr^r  Grid  1  t*\.  r»l  =  F 

Observer  agreed  with  deficiency 
decisions  on  F  323  and  F  37  I .  Observ  er 
believes  that  the  deficiencv  at  F  "M6 
(Accommodation  of  Needs)  should  have 
been  cited  under  F  327  (Hydration),  and 
the  deficiency  at  F  282  (Care  plan  not 
implemented)  should  have  been  cited  al 
F  22  1  (Physical  restraints). 

15.2 

F  221.  F  224.  F24I.F  246.  F  250 
F  253.  F  279.  F  282.  F  314.  F  316. 
F  490.  F  52 1 
Total  =  12 

Highest  Grid  Level  =  H 

Observer  agreed  w  ith  F  22  1 .  F  253.  and  F 
282.  The  observer  believed  that  there 
was  not  sufficient  evidence  to  support 
F  246.  F250.  F  3  14.  F  3  16.  F  49().  F  4^3. 
and  F  52  1 .   The  observer  also  did  not 
believe  actual  harm  was  proved  for  F 
224.  F  241  and  F  2"9  all  cited  at  H. 

16 

1 6. 1 

F  167  F          F  3~>i   F  i64   F  37"> 

F460 

Total  =  6 

Highest  Grid  Level  =  D 

F  1  fS7    F  "ift4  F  "7"1  F  46(1 
Total  =  4 

One  observer  would  have  determined 
F  246  at  E  not  D,  F  364  at  F.  not  B.  and 
F  372  at  B  or  C  not  D.  No  comment 
from  other  observer  on  S  S 

The  CHSRA  survey  studies,  and  to  a  lesser  extent  the  VIP  survey  observations,  seem  to 
indicate  that  there  was  a  significant  possibility  that  deficient  areas  were  not  identified  by 
the  State  surv  ey  teams.  If  identified,  these  areas  were  determined  to  be  at  a  lower  level  of 
severity  and  scope  than  the  CHSRA  research  staff  would  hav  e  determined.  This  seemed 
especially  true  in  terms  of  determining  actual  harm  to  residents. 

What  was  the  nature  of  the  cases  in  which  significant  findings  were  not  identified  by  the  State 
teams?  We  provide  below  some  specific  case  examples  to  illustrate  the  potential  seriousness  of 
the  deficient  practices  identified. 

Concurrent  Survey  1.1  -  The  CHSRA  Research  team  cited  a  deficiency  at  the  substandard  care 
level  regarding  lack  of  social  services  for  a  terminally  ill  resident  and  for  residents  needing 
assistive  equipment  that  was  not  being  prov  ided.  The  State  team  also  identified  this  problem  but 
did  not  believe  that  the  facility  could  be  expected  to  provide  these  services. 

Observation  3.2  -  The  facility  had  a  high  number  of  residents  w  ith  restraint  orders,  however  the 
State  survey  team  only  reviewed  residents  with  siderails  rather  than  residents  with  orders  for 
multiple  restraints.  The  CHSRA  observer  believed  that  a  potential  deficiency  existed  for 
physical  restraints. 

Observation  6.2  -  The  CHSRA  observer  noted  that  a  number  of  issues  were  not  investigated 
thoroughly  by  the  State  survey  team  that  may  have  been  potential  deficiencies.  Examples 
included  restraint  use.  significant  concerns  about  unnecessary  drug  use.  lack  of  activities,  pain 
control  for  a  terminally  il!  resident,  and  privacy  issues  related  to  staff  entering  rooms  w  ithout 
knocking. 

Observation  7.2  -  The  CHSRA  observer  identified  environmental  hazards  (e.g..  unlocked 
caustic  materials,  an  unlocked  gate,  w  ith  resident  access,  that  led  to  a  pond)  and  dignity  issues 
(e.g..  residents  bathed  in  a  bathroom  with  an  uncovered  window  that  faced  the  facility  parking 
lot).  These  concerns  were  not  investigated  or  cited  by  the  State  survey  team. 

Observation  7.3  -  The  CHSRA  obser\er  noted  potential  deficiencies  regarding  lack  of 
necessary  serv  ices  to  maintain  activities  of  daily  living  (ADLs).  prev  ent  pressure  sores,  prev  ent 
decline  in  range  of  motion,  and  maintain  mental  psychosocial  functioning.  These  concerns  were 
not  sufficiently  investigated  or  cited  by  the  State  survey  team. 

Observation  9.2-  The  CHSRA  observer  noted  that  significant  construction  was  underway  in  the 
facility.  There  were  construction  materials  throughout  the  facility  that  residents  had  to  avoid  as 
they  ambulated  or  moved  about  in  wheelchairs.  There  was  excessive  noise  and  dust  in  hallways 
where  many  residents  were  sitting:  exposed  wiring  from  walls  and  ceilings:  exit  doors  constantly 
being  opened  to  bring  in  construction  materials  while  residents  complained  they  were  cold:  and  a 
temporary  resident  call  system  that  was  rarely  answered  by  facility  staff.  These  issues  were  not 
investigated  or  cited  by  the  survey  team. 

Observation  9.3  -  The  CHSRA  observer  noted  that  the  facility  was  very  warm  during  the 
duration  the  survey,  but  no  water  was  prov  ided  to  residents.  Numerous  black  ants  were  observed 
throughout  the  facility  and  present  on  resident  equipment  such  as  IV  bags.  Residents  with 
formal  toileting  programs  were  not  released  from  restraints  to  be  toileted.  The  CHSRA  observer 
indicated  that  these  concerns  were  not  thoroughly  investigated  or  cited  by  the  survey  team. 
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VIP  Observation  13.2  -  The  VIP  observer  noted  that  the  State  survey  team  did  not  thoroughly 
investigate  or  cite  isolated  resident  problems  such  as  diminished  activities  of  daily  living  skills, 
development  of  pressure  sores,  and  catheter  use.  Although  only  2  examples  were  identified  in 
each  of  these  areas,  the  VIP  observer  belie\ed  these  residents  suffered  actual  harm. 

2.  There  are  entire  states  that  have  never  found  a  single  substandard  care  deficiency  and 
others  who  have  found  almost  none.  Hence,  the  question  here  is  why  do  these  states  never 
cite  a  substandard  deficiency?   On  the  basis  of  your  fieldwork,  do  you  have  something  you 
can  tell  us  here?   In  responding,  please  differentiate  between  what  you  might  say  on  the 
basis  of  direct  observ  ation  and  w  hat  is  interpretation  from  your  observ  ations.  Some 
examples  would  be  useful  here.   Also  any  suggestions  on  how  this  question  might  be 
further  investigated  would  be  helpful. 

In  Table  7  we  have  provided  a  summarv  all  CHSRA  and  VIP  studies  in  which  substandard  care 
was  identified.  We  have  arrayed  the  data  by  CHSRA  concurrent  surveys,  CHSRA  survey 
observations,  and  VIP  survey  observations. 


Table  7  B  Substandard  Care  Deficiencies 


SURVEY 
TYPE 

# OF  SURVEYS 
STATE 

IDENTIFIED 
SUBSTANDARD 

CARE  DEFS. 

U OF  SURVEYS 
RESEARCHERS 

IDENTIFIED 
DEFS. 
SUBSTANDARD 

CARE  DEFS. 

# OF  SURVEYS 
BOTH 

IDENTIFIED 
SUBSTANDARD 

CARE  DEFS. 

# OF  SURVEYS 
NEITHER 

IDENTIFIED 
SUBSTANDARD 

CARE  DEFS. 

CHSRA 

Concurrent 

0 

1 

0 

0 

Observation* 

0 

6 

i — y — 

VIP 

Observation* 

~) 

1 

1 

1 

i 
i 

Total                           2                             8  4 

21 

*  Researchers  gave  their  opinions  about  deficiencies  and  severity  scope  since  they  were  observing  and  not 
conducting  the  surveys. 


In  the  concurrent  surveys,  substandard  care  was  identified  only  once  by  a  CHSRA  survey  team 
(1.1)  and  was  never  identified  by  a  State  survev  team  during  the  concurrent  surveys.  CHSRA 
observers  independently  identified  substandard  care  in  6  of  the  survev  observations.  State 
survey  teams,  observed  bv  CHSRA  researchers,  never  independently  identified  substandard  care 
In  the  VIP  observations.  State  teams  independently  identified  substandard  care  during  2  surveys 
while  the  VIP  observers  independently  identified  substandard  care  for  one  survev.  Both  the 
State  teams  and  the  CHSRA  VIP  observers  identified  substandard  care  during  4  surveys. 
Substandard  care  was  identified  in  14  of  40  (35%)  CHSRA  and  VIP  survey  studies. 

How  do  we  interpret  these  findings?  On  its  face,  identification  of  substandard  care  in  35%  ot  the 
facilities  observed  seems  relatively  significant  and  certainly  higher  than  the  nationwide  average 
for  identification  of  substandard  care.    However,  there  are  several  variables  that  may  have 
affected  this  outcome. 


•  State/Facility  Selection  -  We  purposely  selected  several  states  for  the  CHSRA  study  which 
were  on  the  "high"  end  of  the  total  deficiency  continuum  (compared  to  the  national  average 
of  deficiencies/survey),  and  within  the  states,  we  selected  facilities  with  a  history  of  having 
higher  numbers  of  deficiencies.  Consequently  there  w  as  a  greater  possibility  that  more 
problems  might  be  identified.  In  the  CHSRA  studies.  5  of  the  10  states  (1,  2,  5,  8,  and  10) 
were  above  the  national  average.  In  the  VIP  project.  2  states  (11  and  14)  were  above  the 
national  average  of  deficiencies  per  survey. 

•  The  "Hawthorne  Effect"  -  We  have  no  way  of  knowing  whether  the  presence  of  a  Research 
survey  teams  or  observers  had  any  affect  on  the  w  illingness  of  State  surveyors  to  cite 
deficiencies  or  identity  higher  than  usual  levels  of  scope  and  severity.  It  is  possible  that 
State  teams  may  have  felt  challenged  to  find  more  deficiencies  or  cite  higher  levels  of 
severity  and  scope  in  these  situations.  That  would  seem  to  be  the  case  since  most  State 
teams  exceeded  their  average  .".umber  of  deficiencies  per  survey.   All  state  surv  ey  teams  in 
states  1,  2,  5,  7,  and  9  exceeded  their  own  state  average  for  all  CHSRA  survey  studies,  while 
states  3,  4  and  8  exceeded  their  state  average  in  all  but  one  CHSRA  study.  Similarly  in  the 
VIP  studies,  all  State  teams  in  4  of  the  participating  6  states  exceeded  their  state's  average 
number  of  deficiencies  per  survey  (based  on  data  at  the  time  the  surv  ey  studies  occurred).  In 
total,  there  were  27  of  40  (68%)  CHSRA  or  VIP  survey  studies  that  had  total  numbers  of 
deficiencies  greater  than  their  state  averages,  and  28  of  40  (70%)  that  exceeded  the  national 
average  number  of  deficiencies  per  survey.  Finally  14  of  40  (35%)  exceeded  their  state,  or 
the  national  average,  for  highest  average  severity  and  scope  level  cited  or.  surv  ey  s. 

Overall,  we  are  not  sure  we  can  give  you  any  hard  evidence  about  why  some  states  may  identify 
fewer  substandard  care  deficiencies.  But  based  on  what  we  have  seen  during  our  field  studies, 
we  may  hypothesize  about  some  possible  reasons. 

•  State  policies  may  have  an  effect  on  how  a  particular  state  considers  severity  and  scope 
levels.  For  example,  the  State  survey  team  on  one  concurrent  survey  identified  several 
deficiencies  as  isolated  in  scope  since  it  was  the  state  policy  to  determine  that  a  deficiency 
was  isolated  if  only  one  unit  or  area  of  a  facility  was  affected.  The  Research  team  cited  the 
same  deficiencies  but  determined  that  they  were  patterns  since  many  residents  on  the  unit 
were  affected.  This  type  of  state  policy  could  affect  a  determination  of  substandard  care 
based  on  the  scope  of  a  deficiency  identified  by  a  survey  team. 

•  Surveyor  experience  or  training  can  affect  how  or  even  whether  a  deficiency  is  cited. 

For  example  during  a  concurrent  survey,  the  Research  team  cited  F  278  (Assessments 
Conducted  by  Appropriate  Health  Professionals)  regarding  assessments  not  completed  by 
appropriate  health  professionals  for  a  resident  that  went  to  an  End  Stage  Renal  Dialy  sis 
Center  (ESRD)  for  dialysis  treatment.   The  State  survey  team  acknowledged,  during  the 
concurrent  survey  debrief  call,  that  its  members  did  not  have  knowledge  about  dialysis,  and 
consequently  did  not  cite  this  issue.  The  Research  team  leader  however,  had  significant 
ESRD  survey  experience.  This  experience  helped  in  the  identification  of  a  deficiency. 
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•  Surveyor  philosophy  also  may  impact  differences  in  deficiency  decision-making.  For 

example,  there  was  significant  disagreement,  during  one  concurrent  survey  debrief  call, 
between  the  State  and  Research  teams  regarding  the  care  plan  and  use  of  psychoactive 
medications  for  a  resident  w  ith  a  long  history  of  mental  illness.  The  State  team  believed  that 
use  of  the  psychoactive  medications  was  inappropriate  and  cited  a  deficiency.  The  Research 
team  concluded  that  the  facility  had  appropriately  assessed,  changed  and  documented  the 
resident's  medications  with  resulting  positive  outcomes  such  as  fewer  behav  ior  problems 
and  elimination  of  physical  restraints.  Likewise  during  another  concurrent  survey,  the 
Research  team  cited  deficiencies  regarding  dignity  (F  241 ).  and  for  a  room  designated  for 
dining  and  activities  (F464).  The  Research  team  cited  these  deficiencies  because  residents 
were  crammed  into  an  undersized  activ  ity  space  for  meals  and  activ  ities.  and  the  facility  did 
not  trv  to  improv  e  the  situation  bv  moving  residents  to  the  larger  dining  room  or  expanding 
the  activ  itv  space.  The  State  team  did  not  believe  this  should  be  a  deficiencv  because 
residents  would  want  to  be  near  their  rooms. 

•  The  quality  and/or  level  of  deficiency  review  may  also  affect  the  deficiencies  cited  by 
various  states.  Some  states  hav  e  an  intense  deficiency  rev  iew  and  carefullv  scrutinize  each 
deficiency  according  to  State  Operations  Manual  guidance  and  the  HCFA  Principles  of 
Documentation.  Other  states  may  have  a  less  thorough  review.  We  noted  in  the  course  of 
our  survey  studies  that  the  quality  of  deficiencies  varied  from  state  to  state.  We  suspect  that 
some  states  are  tougher  in  screening  deficiencies  and  assuring  that  thev  "pass  muster"  before 
being  issued  to  facilities.  This  includes  selection  of  regulatory  area,  selection  of  severity  and 
scope,  and  assurance  that  evidence  and  documentation  is  sufficient  to  support  deficiencies 
We  had  concerns  about  some  of  the  deficiencies  cited  by  state  teams  during  the  studies  and 
we  identified  problems  w  ith  the  number  and  types  of  examples  used  to  support  the 
deficiencies. 

•  Uncertainty  about  severity  and  scope  levels.  Our  observers  commented  numerous  times 
that  survey  teams  struggled  during  the  deficiency  decision-making  task  (Task  6)  w  ith 
decisions  about  the  severity  and  particularly  the  scope  of  deficiencies. 

3.  The  average  number  of  deficiencies  has  declined.   Yet,  the  new  enforcement  system 
requires  that  every  problem  is  now  a  deficiency.   All  other  things  being  equal,  the  number 
of  deficiencies  should  have  increased,  What  do  you  think  is  going  on  here?  Again  some 
examples  would  be  useful. 

We  previously  commented  on  differences  in  total  numbers  of  deficiencies  in  Question  1.  Many 
of  the  reasons,  we  identified  in  Question  2,  that  may  account  for  reduced  numbers  of 
substandard  care  deficiencies  also  apply  to  differences  in  the  total  numbers  of  deficiencies 
(e.g.,  see  our  comments  on  the  "'Hawthorne  Effect"  in  Question  2).  The  quality  of 
deficiency  review,  surveyors  experience,  and  surveyor  training  potentially  have  an  impact 
on  the  total  number  of  deficiencies  cited  by  state  survey  teams.  Additional!) .  there  are  other 
factors  that  may  plav  a  role  in  the  number  of  deficiencies  cited. 
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•     States  and  surveyors  have  differing  opinions  about  whether  to  cite  all  possible  areas  of 
concern  for  a  specific  deficient  practice,  or  whether  to  aggregate  examples  of  a  deficient 
practice  under  the  most  appropriate  tag.  For  example,  the  Research  teams  tended  to 
aggregate  their  findings  to  fewer  F  tags  than  the  state  teams  during  the  concurrent  surveys 
which  accounted  for  many  of  the  differences  in  concurrent  surveys  1.1,  8.1  and  8.2.  This 
was  particularly  true  in  the  use  of  F  tags  regarding  environmental  issues  (F  253).  Resident 
Assessment  (F  272)  and  Quality  of  Care  (F  309).  This  accounts  for  some  of  the  total 
differences  in  the  numbers  of  deficiencies  between  the  State  and  Research  teams.  Indi\  idual 
states  or  surveyors  may  be  choosing  to  aggregate  their  findings  under  one  tag  especially 
given  the  need  to  more  strongly  support  their  deficiencies  under  the  new  enforcement 
system.  Concurrent  survey  8.1  provides  a  good  example  of  this  type  of  decision-making. 
The  State  team  admitted  that  it  could  not  distinguish  between  F  252  (A  safe,  clean, 
comfortable  and  homelike  en\  ironment)  and  F  253  (Housekeeping  and  maintenance  sen  ices 
necessary  to  maintain  a  sanitary,  orderly  and  comfortable  interior)  so  it  cited  both  tags 
regarding  general  sanitation  issues.  In  addition,  the  State  team  cited  F  371  (Store,  prepare, 
distribute  and  serve  food  under  sanitary  conditions)  for  sanitation  problems  w  ith  non-food 
contact  surfaces  in  the  kitchen.   The  Research  team,  however,  chose  to  aggregate  all  similar 
problems  they  identified  under  the  one  tag.  F  253. 

•     Surveyors  may  be  also  choosing  to  cite  deficient  practices  under  the  "A"  level  category 
(Box  A  -  no  actual  harm  with  potential  for  minimal  harm  -  isolated  on  the  enforcement 
grid  -  Attachment  4).  If  a  deficient  practice  is  identified  at  the  "A"  lev  el  it  is  not 
written  on  a  HCFA  2567  deficiency  statement  and  does  not  require  a  plan  of  correction. 

This  could  also  account  for  lower  levels  of  reported  deficiencies.  Table  7  display  s  the  10 
CHSRA  concurrent  surveys  and  survey  observations  for  which.  "A"  level  problems  were 
identified.  Also  included  are  "A"  level  findings  from  the  2  VIP  survey  observations  for 
which  "A"  levei  problems  were  identified.  In  total  there  were  12  CHSRA  or  VIP  surveys  in 
which  "A"  level  problems  were  noted. 

Table  7  -  Level  "A"  Problems  Identified 


CONCURRENT  SURVEY/ 

STATE  TEAM 

RESEARCH 

SURVEY  OBSERVATION 

TEAM/OBSERVER 

CHSRA  Studies 

1.1* 

F  31  1 

Comparable  problem  not 
identified 

6.3* 

Comparable  problem  not 
identified. 

F  368 

10.3* 

F  253 

Comparable  problem  cited  under 
F  253  at  level  E. 

:,i 

F  254.  F  270.  F  518 

CHSRA  observer  agreed  with  F 
254  and  F  518.  but  believed  there 
was  actual  harm  at  F  27t) 
probabb  at  level  G. 

4.2 

F  156 

CFISRA  observer  would  have 
cited  at  level  B  because 
additional  examples  were 
identified. 

F  221.  F  225.  F  3S~ 

CHSRA  observer  believed  that 

there  was  harm  to  all  of  the 
isolated  resident  examples  at  C 
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1  level. 

1 

1  F  221 

| 

CHSRA  observer  believed  harm 
occurred  to  resident  at  G  level. 

8.3 

1  F  279 

| 

CHSRA  observer  believed  that  no 
deficiency  existed,  and  would  not 
have  identified  an  "A"  level 
problem. 

9.2 

1 

i 

;  F  272.  F  463 

CHSRA  observer  believed  that  no 
deficiency  existed  for  F272  and 
would  not  have  identified  an  "A" 
level  problem.  For  F  463. 
CHSRA  observer  would  have 
identified  harm  at  G  but  would 
have  cited  F  246. 

10.1 

F  323.  F  441 

CHSRA  observer  agreed  with 
both  cites. 

VIP  Studies 

! 

1  ifl  1 

F  163  cited  at  F. 

\ 

VIP  observer  would  have  cited  at  1 
A  level  because  there  was  only 
one  supportable  example. 

14.1 

F  164  . 

1 

I 

i 

VIP  observer  would  have  cited  at  | 
B  level  since  there  were  multiple 
examples  and  potential  for 
minimal  harm.. 

*  Denotes  concurrent  survey 

In  6  of  the  12  (50%)  total  CHSRA  or  VIP  survey  studies  that  had  "A"  level  deficiencies,  the 
CHSRA  or  VIP  observ  er  would  have  set  a  higher  level  of  severity  and  scope  for  at  least  one  of 
the  '"A"  level  problems  identified  by  the  State  team.  This  would  have  required  the  deficiencies  to 
be  listed  on  a  HCFA  2567  form.  In  4  of  these  situations  (2.1,  7.2,  7.3  and  9.2)  the  CHSRA 
observer  believed  that  the  deficient  practice  represented  actual  harm  to  isolated  residents  (i.e.. 
level  G).  In  the  other  2  cases  (4.2  and  14.1).  the  CHSRA  or  VIP  observer  would  have  raised  the 
severitx  and  scope  level  based  on  additional  resident  examples  that  changed  the  scope  from 
isolated  (level  A)  to  pattern  (level  B).  This  finding  iti  particular  does  raise  questions  about  the 
how  many  "A"  level  problems  may  not  become  deficiencies  on  the  HCFA  2567  because  of 
potential  problems  with  determination  of  severity  and  scope  of  a  deficient  practice 

In  2  of  the  State  CHSRA  concurrent  surxevs.  either  the  State  or  Research  teams  identified  a 
deficiency  problem  at  the  "A"  level.  However,  in  both  cases  there  were  not  comparable  findings 
bv  the  other  team.  In  the  third  concurrent  survev.  the  State  team  identified  an  ".V'level  problem 
under  F  253  (Housekeeping  and  maintenance  services  necessarx  to  maintain  a  sanitary,  order!> 
and  comfortable  interior).    The  Research  team  conducting  this  concurrent  survev  aggregated  its 
findings  regarding  env  ironmental  issues  under  F  252  (  A  safe,  clean,  comfortable  and  homelike 
environment)  and  consequent!}  had  multiple  examples  that  raised  the  level  of  the  deficiencv  to 
an  "1  "  level.  (The  State  team  during  this  concurrent  survev  also  cited  1  252.)  In  this  case  the 
aggregation  problem  noted  above  max  account  for  differences  in  severity  and  scope. 
The  CHSRA  observer  agreed  with  the  "A"  level  determination  bv  the  State  team  for  deficiencies 
F  254  and  15  18  identified  in  survev  2.1    For  F  27C>  cited  in  survev  8.3  the  CHSRA  observer 
would  not  have  cited  anv  defieienex.  and  the  VIP  observer  for  survev  13.1  would  have  reduced 
F  163  to  an  "A"  level  problem  because  the  VIP  observer  believed  there  was  onl\  one  supportable 
example. 


HCFA  may  need  to  do  some  further  analysis  of  national  data  to  determine  the  extent  of  deficient 
practices  cited  under  lev  el  "A".  This  should  probablv  be  an  analysis  of  level  "A"  cites  over  time 
since  the  introduction  of  the  concept  in  July  of  1995.  and  also  as  to  whether  the  relativ  e  number 
of  level  "A"  cites  remains  constant  in  the  future. 


Although  we  have  provided  some  possible  answers  to  the  questions  posed,  we  suggest  that 
caution  should  be  used  in  drawing  global  conclusions  from  these  40  survey  studies.  We 

believe  that  the  studies  have  given  some  "potential"  explanations  and  some  possible  areas  that 
will  need  continual  monitoring  and  attention  from  HCFA  and  state  survey  agencies.  HopefulK 
the  results  of  the  field  studies  may  help  to  improve  our  understanding  about  how  survev  findings 
are  determined,  and  vvh\  there  are  variations  in  survev  findings. 


ATTACHMENT  1 


PROTOCOL  FOR  CONCURRENT  SURVEYS 

Survey  Teams 

CHSRA  Research  survey  teams  will  be  composed  of  3  surveyors  for  each  concurrent  survey  and 
will  be  chosen  from  a  pool  of  8  Research  surveyors  identified  by  CHSRA.  All  teams  will  be 
composed  of  at  least  one  RN.  One  team  member  will  be  designated  by  CHSRA  as  the  team 
leader  for  each  scheduled  survey.  All  8  surveyors,  in  the  Research  surveyor  pool,  will  act  as 
team  leader  on  at  least  one  survey.  (This  assumes  that  each  of  the  surveyors  has  had  previous 
experience  as  a  team  leader.)  Surveyors  will  not  be  scheduled  to  participate  if  the  facility 
scheduled  for  the  survey  is  in  their  home  state. 

Facility  Selection 

HSQB.  the  HCFA  Financial  Management  Program  Branch  and  CHSRA  w  ill  jointly  make  the 
final  selection  of  states  in  w  hich  concurrent  surv  eys  w  ill  be  conducted.  These  selections  will  be 
based  upon  the  average  percentage  of  substandard  care  survey  s,  av  erage  percentage  of 
substantial  compliance  surveys,  av  erage  number  of  deficiencies  per  surv  ey  and  average  amount 
of  time  used  to  conduct  surveys.  CHSRA  will  consider  the  following  factors  when  selecting 
facilities  w  ithin  the  states: 

1 .  Facility  time  and  compliance  history  that  is  reflective  of  w  hy  the  state  was  chosen  for 
the  concurrent  surveys.  -  For  example  if  the  state  was  chosen  because  higher  than  av  erage 
numbers  of  deficiencies  are  cited,  then  the  facility  chosen  should  have  a  history  of  hav  ing  higher 
numbers  of  deficiencies  cited  in  the  past. 

2.  Size  -  Facilities  of  60  -  150  beds.   There  may  be  some  interest  in  doing  larger  (more  than 
1  50  beds)  or  smaller  (less  than  60  beds)  facilities  during  the  course  of  the  studies. 

3.  Proximity  to  Major  Airports  -  This  allows  for  more  efficient  travel  by  the  survey  team. 

4.  State  Survey  Agency  Schedule  -  The  availability  of  facilities  scheduled  for  a  state  agency 
survey  that  meet  the  above  criteria  during  the  weeks  that  'expert"  survey  teams  are  available. 

Coordination 

CHSRA  will: 

1 .  Draft  a  letter,  to  be  signed  by  HSQB  that  notifies  all  facilities  in  the  states  selected  for  survey 
studies  that  they  may  be  subject  to  a  concurrent  survey 

2.  Contact  state  survey  agencies  to  get  schedules  for  facilities  that  meet  appropriate  criteria  tor 
the  weeks  of  Research  surveyor  availability 

3.  Analyze  the  time  and  compliance  histories,  from  OSCAR  data,  of  potential  facilities  in  each 
state  that  meet  the  criteria  under  Facility  Selection  above. 

3.  Schedule  the  survey  teams  and  inform  affected  state  survey  agencies  that  the  survey  will 


occur  concurrently  with  the  State  survey.  Assist  the  CHSRA  team  leader  to  coordinate  an 
"entrance"  date  and  time  with  the  State  agency  team  leader  so  that  the  Research  team  does  not 
announce  the  survey  prior  to  entrance  by  the  State  survey  team. 

4.  Pro\  ide  travel  arrangement  support  including  lodging  arrangements,  airline  tickets  and  rental 
cars  for  the  Research  survey  teams. 

Offsite/Presurvev  Information 

CHSRA  will  provide  appropriate  offsite  survey  information  to  all  Research  survey  team 
members.  The  team  should  schedule  a  time  to  hold  the  presurvey  meeting  before  entering  the 
facility  .  This  may  necessitate  meeting  the  evening  before  or  the  morning  that  the  survey  is 
scheduled  to  begin.  If  possible,  the  offsite/presurvey  review  may  be  held  by  conference  call. 
Offsite  survey  information  will  include  all  available  sources  of  information  in  the  state  from  the 
sources  listed  in  Task  1  -  Offsite  Survey  Preparation,  State  Operations  Manual  (SOM) 
Appendix  pp.  P-5  through  P-7. 

The  Research  survey  team  will  follow  the  procedures  of  Task  1  -  Offsite  Sui  ,ey  Preparation 
(SOM  pp.  P-5  through  P-7)  when  completing  its  Offsite  review. 

Entrance  Conference 

The  Research  survey  team  will  coordinate  its  entrance  with  the  State  survey  team,  if  possible. 
After  introduction  of  Research  team  members,  the  Research  team  leader  will  conduct  the 
entrance  conference  while  other  team  members  begin  the  initial  Tour.   The  Research  team 
leader  will  conduct  the  entrance  conference  and  cover  all  areas  listed  in  Task  2  -  Entrance 
Conference  (SOM  pp.  P-7  through  P-10).   Additionally,  the  team  leader  shall: 

I.  Provide  a  brief  description  of  the  nature  and  purpose  of  the  concurrent  surveys,  stressing  the 
research  nature  of  the  survey  and  reinforcing  the  fact  that  the  State  survey  agency  surv  ey  is  the 
"survey  of  record". 


2.  Assure  the  facility  that  the  Research  survey  will  be  conducted  independently  from  the  state 
agency  team  survey.  No  communication  will  occur  between  the  teams  regarding  their  respective 
surv  eys.   Clarify  that  this  will  necessitate  the  facility  providing  duplicate  sets  of  forms,  reports 
and  other  necessary  information,  and  may  potentially  subject  staff,  residents  and  families  to 
additional  individual  interviews.  (The  CHSRA  team  will  not  need  a  copy  of  the  HCFA  671  - 
Application  for  Medicare  and  Medicaid  form,  except  for  the  staffing  information.) 

3.  Indicate  that  the  Research  team  will  select  its  resident  sample  independently,  but  that  some 
o\ erlap  may  occur. 

4.  Request  separate  meeting  space  for  the  Research  survey  team. 

5.  Describe  how  the  Research  team  will  communicate  with  the  facility  including: 

a.  Indi\  idual  facility  staff  when  questions  need  to  be  asked  to  clarify  information 
collected  by  surveyors.  This  is  especially  important  since  the  team  will  not  conduct  an 
exit  conference  or  share  its  findings  with  the  facility.  C  onsequently  it  will  be  important 
for  the  team  to  clarify  any  findings  with  the  facility  during  the  course  of  the  survey. 
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b.  By  notice  to  the  facility  of  an  identified  '"immediate  jeopards".  STRESS  THAT  IF 
THE  "IMMEDIATE  JEOPARDY"  IS  NOT  ABATED  BY  THE  CONCLUSION  OF 
THE  RESEARCH  SURVEY,  THE  STATE  SURVEY  AGENCY  WILL  BE 
NOTIFIED. 

c.  That  the  Research  team  will  not  conduct  an  exit  conference  with  the  facility  or  issue 
deficiencies.  All  deficiencies  written  by  the  Research  team  will  be  used  for  research 
purposes  to  compare  CHSRA  team  findings  with  the  State  agency  findings  at  the  time  of 
a  joint  debrief  meeting.  Facilities  should  be  informed  that  they  will  not  receixe  specific 
findings  related  to  their  facility,  but  they  may  recei\e  a  copy  of  the  final  studies  report  if 
released  by  the  Health  Care  Financing  Administration.  The  CHSRA  team  may  provide 
very  general  verbal  findings  by  major  areas,  if  necessary,  (e.g..  potential  deficiencies  in 
Quality  of  Life.  Quality  of  Care.  Resident's  Rights,  etc.) 

If  the  facility  indicates  that  it  wishes  further  information  or  clarification,  it  should  contact  Allan 
Stegemann.  CHSRA  Project  Coordinator  at  (608)  262-6737.  or  contact  4CFA  Project  Officer 
Karen  Schoeneman  at  (4 1 0)  786-685^. 

Survey  Tasks 

The  Research  survey  teams  will  complete  all  information-gathering  tasks  of  the  survey  utilizing 
all  survey  forms,  and  following  the  procedures  in  the  SOM  as  follows: 

1 .  Task  3  -  Initial  Tour  -  pp.  P- 1 0  through  P- 1  3 
The  CHSRA  team  shall  tour  independently. 

2.  Task  4  -  Sample  Selection  -  pp.  P- 1 3  through  P- 1 9 

3.  Task  5  -  Information  Gathering  -  pp.  P-20  through  P-41 

Task  5A  -  General  Observations  of  the  Facility  -  pp.  P-23  through  P-24 
Task  5B  -  Kitchen/Food  Service  Observation  -  p.  P-24 
Task  5C  -  Resident  Review  -  pp.  P-24  through  P-32 
Task  5D  -  Quality  of  Life  -  pp.  P-32  through  P-38 

The  group  interview  mav  be  held  jointly  with  the  state  survey  team. 

Task  5E  -  Medication  Pass  -  P-38  through  P-39 

Task  5F  -  Quality  Assessment  and  Assurance  Re\  iew  -  P-39  through  P-41 

4    Task  6  -  Information  Analysis  for  Deficiency  Determination  -  pp.  P-4  i  through  P-46  Die 
Research  survey  teams  shall  follow  the  decision-making  process  outlined  in  this  section  of  the 
SOM  to  determine: 

a.    If  deficiencies  exist  because  the  facility  has  failed  to  meet  one  or  more 
regulatory  requirements. 


b    If  an  extended  survey  would  be  required  since  "substandard"  care  exists  (i.e.. 


deficiencies  in  Resident  Behavior  and  Facility  Practices  (42  CFR  483. 13).  Quality  of 
Life  (42  CFR  483.15)  or  Quality  of  Care  (42  CFR  483.25)).  THE  RESEARCH 
SURVEY  TEAMS  WILL  NOT  CONDUCT  AN  EXTENDED  SURVEY  BUT  WILL 
MAKE  THEIR  FINDINGS  KNOWN  TO  THE  STATE  SURVEY  AGENCY  AT 
THE  TIME  OF  THE  POST-SURVEY  DEBRIEF  MEETING. 

c.   IF  THE  FACILITY  HAS  NOT  ABATED  AN  IDENTIFIED  "IMMEDIATE 
JEOPARDY"  THREAT  WHEN  THE  RESEARCH  TEAM  COMPLETES  ITS 
SURVEY,  THE  RESEARCH  TEAM  SHALL  IMMEDIATELY  NOTIFY  THE 
STATE  SURVEY  AGENCY  AND  CHSRA  THAT  AN  "IMMEDIATE 
JEOPARDY"  THREAT  EXISTS.  THE  STATE  SURVEY  AGENCY  WILL  BE 
RESPONSIBLE  FOR  AN  Y  ADDITION  AL  ACTION 

5.   Task  7  -  Exit  Conference  -  p.  46 

The  Research  survey  team  will  not  conduct  an  exit  conference.  (See  facility  notification 
procedure  under  Entrance  Conference  above.)   The  team  may  get  clarifications  about  its  initial 
findings  from  the  facility  but  must  be  careful  not  to  actually  share  its  findings  with  the  facility. 
The  Research  team  shall  notify  the  facility  that  they  have  completed  their  survey  and  thank  the 
facility  for  its  cooperation.  (Give  general  verbal  findings  if  appropriate. ) 

The  Research  team  leader  should  also  make  a  final  contact  with  the  State  team  leader  to  identify 
possible  dates  and  times  for  the  joint  debrief  call  of  both  teams. 

Post-Survey  Activities 

The  Research  survey  teams  shall  (and  the  team  leader  shall  ensure): 

1.  Write  all  deficiencies  on  the  HCFA  2567  forms  utilizing  ASPEN  software.  (CHSRA  will 
provide  laptop  computers  and  ASPEN  software  or  hand-write  deficiency  statements  and  submit 
to  CHSRA  for  final  typing  in  ASPEN.)  This  includes  making  decisions  about  the  levels  of 
severity  and  scope,  as  addressed  in  the  SOM  under  the  sections  on  WRITING  THE 
STATEMENT  OF  DEFICIENCY  (  p.  P-48)  and  DEFICIENCY  CATEGORIZATION  (p.  P-48) 
as  well  as  HCF.Vs  PRINCIPLES  OF  DOCUMENTATION  FOR  THE  STATEMENT  OF 
DEFICIENCIES.  Statements  of  deficiency  must  be  forwarded  to  CHSRA  by  hardcopy  or  disk, 
as  soon  as  they  are  completed    COPIES  OF  THE  DEFICIENCIES  WILL  NOT  BE  SENT 
TO  THE  FACILITY. 

2.  Complete  '"enhanced'"  HCFA  670  forms  to  capture  all  time  utilized  b\  the  Research  surve\ 
team.  Column  14  should  be  left  blank.  (An  a\  erage  exit  time  for  each  state  monitored  will  be 
entered  later.)  Columns  1 5  (Total  Off-site  Hours).  1 7  (Supervisor.  Review)  and  18  (Clerical 
Actis  it\  Data  Fntr>  )  should  also  be  left  blank.  Copies  of  these  forms  must  be  forwarded  to 
CHSRA  as  soon  as  they  are  completed. 

5.   Provide  CHSRA  with  potential  dates  and  times  for  a  joint  debrief  call  of  both  surves  teams. 

4.    Participate  in  a  joint  Research  team  State  surve\  agenc\  team  debrief  meeting.  b>  telephone, 
after  each  set  of  concurrent  surveys  has  concluded.    CHSRA  shall  ensure  that  copies  of  the 
deficiency  statements  and  any  other  appropriate  supporting  documentation  is  sent  to  appropriate 
CHSRA.  State  survey  team,  and  HSQB  HCFA  staff  who  will  be  participating  in  each  debrief 
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meeting.  The  Research  survey  team  will  discuss  findings  with  the  State  agency  team  at  the 
debrief  meeting.  This  discussion  will  include  findings  that  indicate  non-compliance  with  LTC 
regulations  and  supporting  examples. 

5.   The  team  leader  (or  designee)  shall  complete  a  final  narrative  report  after  each  Research 
survey  about  the  team's  findings,  observations  and  conclusions  about  the  completed  surve>.  For 
example,  these  may  include  identification  of  problems  in  the  sur\e\  process  methodology, 
suggestions  to  improve  the  process  and  comments  about  what  parts  of  the  process  worked 
especially  well.    This  narrative  report  will  be  forwarded  to  CHSRA  as  soon  as  it  is  completed. 


1  1/20/95 


ATTACHMENT  2 


CONCURRENT  SURVEY  DEBRIEF  GUIDE 

After  each  concurrent  survey  conducted  by  State  and  Center  for  Health  Systems  Research  and 
Analysis  (CHSRA)  Research  teams,  there  will  be  a  detailed  debrief  session.  The  debrief  sessions 
will  be  held  jointly  with  both  teams  by  conference  call.  Each  debrief  session  will  be  directed  by 
a  debrief  leader  who  will  be  a  CHSRA  staff  person.  CHSRA.  HSQB.  and  Health  Care  Financing 
Administration  (HCFA)  Financial  Management  Program  Branch  staff  may  also  attend  these 
debrief  sessions. 

The  debrief  leader  will  ensure  all  areas  of  discussion  are  pursued  and  all  differences  between  the 
teams  are  investigated.  The  differences  to  be  analyzed  include  survev  finding-  and  time  used  to 
conduct  the  respectiv  e  surveys.  It  will  be  the  role  of  the  debrief  leader  to  investigate  any 
differences  thoroughly,  and  to  identify  possible  explanations  for  these  differences.   The  debrief 
leader  will  be  responsible  for  writing  a  detailed  debrief  report  which  covers  at  least  the  following 
areas: 

•  Identification  of  differences  in  survey  findings  (i.e..  deficiencies)  between  the  State  survey 
teams  and  the  CHSRA  Research  teams  and  possible  reasons  why  the  differences  exist. 

•  Differences  in  each  survey  task  that  was  conducted  and  possible  reasons  for  the  differences. 

•  Differences  in  Phase  1  and  Phase  2  samples  that  were  chosen  and  possible  reasons  for  the 
differences. 

•  Differences  in  the  amount  of  time  each  team  used  to  conduct  their  survey  and  possible 
reasons  for  the  differences. 

•  Anv  other  identifiable  issues  that  differentiated  the  surveys  conducted  by  the  State  and 
research  teams. 

The  following  questions  can  be  used  by  the  debrief  leader  to  organize  the  discussion  between  the 
State  Research  sur\e\  teams.  The  questions  are  organized  according  to  the  normal  chronological 
order  of  the  survev  process.  The  debrief  leader  may  use  the  questions  in  this  order,  or  change  the 
order  of  the  questions  to  fit  the  flow  of  the  discussion.  The  debrief  leader  has  the  discretion  to 
disregard  anv  or  all  of  these  questions  and  substitute  other  questions  as  she  he  sees  fit.  The 
debrief  leader  should  also  ask  any  necessary  follow-up  questions  as  appropriate.  The  debriel 
leader  may  begin  the  session  by  summarizing  the  differences  in  findings  between  the  respecli\e 
teams  before  initiating  the  discussion. 

I .    W  hat  presurvev  information  did  each  team  (a)  use  (b)  think  was  significant:  and  what 
potential  facility  concerns  did  each  team  identity  from  their  presurvey  review?  (e.g..  deficiency 
data,  resident  census  data,  ombudsman  information,  etc.)   Did  presur\ey  findings  contribute  to 
the  initial  selection  of  residents  for  the  Pha.se  I  or  2  samples  .1 
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2.  Were  there  any  facility  features  (e.g..  special  units,  nursing  waivers,  etc.)  or  other 
information  described  at  the  entrance  conference  that  either  team  considered  when  identifying 
potential  facility  concerns  or  potential  residents  for  either  the  Phase  I  or  Phase  2  samples0 

3.  W  ere  there  any  significant  observations  during  the  initial  tour  by  either  team,  that  confirmed 
or  altered  the  perception  of  the  facility  from  the  presurvey  review?  Did  these  perceptions  carry 
over  into  the  survey  tasks  on  the  Phase  1  sample'1 

4.  Compare  the  Phase  1  sample  chosen  by  both  teams.  Win  did  each  team  choose  the 
particular  residents  in  their  Phase  1  sample0 

5.  Did  the  two  teams  identify  new  but  different  concerns  as  a  result  of  completing  the  Phase  I 
sample0 

6.  Are  there  differences  in  findings  between  the  teams  based  upon: 

•  Care  Observations  and  Staff  Interv  iews0 

•  Record  Rev  iews0 

•  Special  Care  Residents  (e.g..  hospice  or  dialysis  care)° 

•  Interviews  with  Interv  iewable  Residents0 

•  Observations  of  Non-Inter\  iewable  Residents0 

•  Interv  ievvs  w  ith  Family  Members  or  Legal  Representatives0 

•  Group  Interv  iews0 

•  General  Observations  of  the  Facility? 

•  kitchen/Food  Service  Observations? 

•  Resident  Room  Reviews0 

•  Daily  Life  Reviews0 

•  Assessment  of  Drug  Therapies0 

•  Dining  Observations'? 

•  Closed  Record  Reviews? 

7.  Compare  the  Phase  2  sample  chosen  by  both  teams.  Win  did  each  team  choose  the 
particular  residents  in  their  Phase  2  sample0 

8.  Did  the  two  teams  identify  different  problems  as  a  result  of  completing  the  Phase  2  sample0 

9.  Did  either  or  both  teams  select  a  supplementary  resident  sample0  Why? 

10  Are  there  differences  in  findings  between  the  teams  based  on  supplementary  samples'1 

1  I .  Compare  the  medication  pass  samples  chosen  b\  both  teams.  W  In  did  the  teams  choose 
the  particular  residents  in  their  respective  samples'?  Are  there  differences  in  findings  between 
the  two  teams  based  on  the  residents  chosen  for  their  respective  medication  pass  samples0 

I  2.  Are  there  different  findings  between  the  State  and  research  team  regarding  Quality 
Assessment  and  Quality  Assurance °   W  in? 

1  3    A  re  the  re  differences  between  the  two  teams  regarding  the  levels  of  severity  or  scope  for 
F  tags  identified  hv  both  teams ?   (  List  F  tags  and  levels  of  sev  eritv  and  scope  for  deficiencies 
for  each  team  I   Win?  (e.g..  difference  in  ev  idence:  different  residents  in  sample:  different 


numbers  of  residents/staff/locations  that  affected  scope:  differences  about  w  hether  various 
resident  conditions  or  outcomes  were  avoidable  or  unavoidable:  etc.) 

14.  Are  there  differences  between  the  rvvo  teams  at  the  level  of  substandard  care  or 
immediate  jeopardy  and  serious  threat0    Whv '?  (See  question  1  5  above) 

15.  Were  other  state  staff  involved  in  the  State  teamc  decision-making  process  that  ma\ 
have  affected  the  differences  in  findings  between  the  State  and  research  teams  (e.g..  supervisors, 
attorneys.  etc.)° 

16   Did  information  presented  bv  the  facility  during  the  survey  or  at  the  exit  conference 

affect  either  team's  decisions1  Why'1 

17.  Did  either  team  change  its  decisions  between  the  time  of  the  exit  conference  and 
deficiency  write-up1   Why?  (e.g..  internal  quality  review;  supervisory  review:  legal  opinions: 
informal  dispute  resolution  with  the  facility:  etc.) 

18   Are  there  any  other  factors  that  account  for  differences  in  findings  (e.g..  different 
numbers  of  surveyors:  different  types  of  surveyors  on  each  team:  the  amount  of  time  to  conduct 
the  survey;  etc.)'1 

i  9.  Are  there  differences  in  the  total  amount  of  time  it  took  each  team  to  conduct  their 
respective  surveys0   Why?  (e.g..  different  numbers  of  surveyors:  different  types  of  surveyors: 
significance  of  findings:  different  tasks:  etc.) 

20.  Are  there  any  other  factors  not  identified  in  the  questions  above  that  account  for 
differences  in  findings  or  time  between  the  State  and  research  survey  teams'1 

Call  Housekeeping 

1 .  Introductions  -  when  everyone  is  connected. 

2.  Not  a  contest  between  teams  -  reiterate  main  goals  of  call. 

3.  Much  ground  to  cover  in  time  allotted  for  call  -  coordinator  will  lead  call  and  ask  teams  to 
comment.  Team  leaders  may  take  the  lead  but  other  team  members  should  feel  free  to  speak-up 

4.  Call  is  being  taped  and  will  be  transcribed.  Transcriptions  w  ill  be  shared  if  requested. 

5.  Spend  first  part  of  call  on  the  survey  process  and  findings  and  cover  tunc  comparisons  at  the 
end  of  the  call. 

6.  Coordinator  will  tr\  to  structure  the  call  bv  a  series  of  questions  which  roughly  follow  the 
chronology  of  the  survey,  process  however  some  questions  may  be  modified,  changed  in  their 
order,  or  eliminated  based  on  the  discussion. 

7.  Coordinator  will  giv e  a  brief  ov erv  iew  of  findings  from  two  teams  and  then  start  discussion. 

8.  Any  if  there  are  any  questions  before  beginning. 


9.  Graciously  thank  all  at  the  end  of  the  call 
1 1/08/95 
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ATTACHMENT  3 


PROTOCOL  FOR  SURVEY  OBSERV  ATIONS 
OF  STATE  SURVEY  AGENCY  SURVEYS 


OVERVIEW  OF  THE  ROLE  OF  THE  OBSERVER 

The  overall  objective  of  the  survey  observ  ations  is  to  understand  the  process  of  the  tasks, 
how  each  task  is  carried  out  and  how  well  it  is  carried  out,  and  the  "correctness"  of  the 
result. 

The  survey  observer's  primary  task  is  to  gather  information  about: 

•  How  and  how  well  state  sur\  ev  teams  conduct  the  rev  ised  Federal  LTC  surv  ey : 

•  How  and  how  well  the  teams  reach  decisions  about  the  findings  from  the  survey,  especial ly 
deficiency  decisions;  and 

•  How  much  rime  it  takes  for  the  teams  to  conduct  LTC  surveys  and  how  that  time  is 
allocated  across  activities  and  team  members. 

The  survey  observer  will  primarily  be  a  passive  observer  who  records  information  to  address  the 
questions  above.   The  observer  may.  however,  need  to  take  a  more  active  role  by  asking  survey 
team  members  specific  questions  about  particular  survey  techniques  that  were  used  during  the 
survey,  or  why  specific  decisions  were  made.  Obv  iously  in  this  role  the  observer  will  need  to 
step  back  into  the  mindset  of  a  surveyor  to  make  judgments  about  how  the  team  conducted 
indiv  idual  tasks,  investigated  concerns.  etc._ 

If  the  observer  identifies  a  situation  w  hich  constitutes  "immediate  jeopardy  and  serious 
threat"  to  residents,  and  it  appears  that  the  survey  team  has  not  identified  the  threat,  the 
observer  must  use  their  expert  opinion  as  to  when  to  notify  the  team  of  the  observ  ation  in 
order  to  protect  the  well-being  of  residents. 

The  observer  should  inform  the  state  survev  team,  at  the  outset,  that  the  observer's  purpose  is  to 
gather  information  from  this  indiv  idual  stud;-,  as  parr  of  a  larger  set  of  studies.  Observers  should 
be  sensitive  to  how  individual  surveyors  react  to  the  observations.  In  some  cases  it  may  be 
important  for  observ  ers  to  "break-off  observation  of  a  particular  surv  ey  or  to  ease  the  surv  ey  or's 
tension  or  give  the  surveyor  a  respite  from  intense  scrutiny.  The  observer  will  need  to  use  their 
best  judgment  about  how  to  handle  each  individual  surveyor  observation. 

OBSERVERS 

Survey  observers  will  be  chosen  from  a  pool  of  8  "expert"  surveyors  identified  by  CHSRA. 
Observers  will  not  be  scheduled  to  observe  any  surveys  conducted  in  their  home  state. 

FACILITY  SELECTION 

HSOB.  the  hie  FA  Financial  Management  Program  Branch  and  CHSRA  will  jointly  make  the 
final  selection  of  states  in  which  state  survey  observations  will  be  conducted.  Fhese  selections 
will  be  based  upon  the  average  percentage  of  substandard  care  suryeys,.  average  percentage  of 
substantial  compliance  surveys,  average  number  of  deficiencies  per  >urvey  and  average  amount 
of  time  used  to  conduct  Mirvey-,.  CHSRA  will  consider  the  following  factors  when  selecting 


facilities  within  the  states: 


1     Facility  time  and  compliance  history  that  is  reflective  of  why  the  state  was  chosen  for 
survey  observations.  -  For  example  if  the  state  was  chosen  because  higher  than  average 
numbers  of  deficiencies  are  cited,  then  the  facility  chosen  should  have  a  history  of  having  higher 
numbers  of  deficiencies  cited  in  the  past. 

2.  Size  -  Facilities  of  60  -  150  beds.  There  may  some  interest  in  doing  larger  (more  than  150 
beds)  or  smaller  (less  than  60  beds)  facilities  during  the  course  of  the  studies. 

3.  Proximity  to  Major  Airports  -  This  allows  for  more  efficient  travel  by  the  survey 
observers. 

4.  State  Survey  Agency  Schedule  -  The  availability  of  facilities  scheduled  for  a  state  agency 
survey  that  meet  the  above  criteria  during  the  weeks  that  "expert"  observers  are  available. 

COORDINATION 

CHSRA  will: 

1.  Draft  a  ietter.  to  be  signed  by  HSQB  that  notifies  all  facilities  in  the  states  selected  for  survey 
studies  that  they  may  be  subject  to  a  state  survey  observation 

2.  Contact  state  survey  agencies  to  get  schedules  for  facilities  that  meet  appropriate  criteria  for 
the  weeks  of  "expert"  surveyor  availability. 

3.  Schedule  the  observers  and  inform  affected  state  survey  agencies  that  the  observations  will 
begin  with  the  presurvey  activities,  if  possible.   Coordinate  a  time  and  location  for  the  observ  er 
to  meet  the  state  survey  team,  preferably  when  the  team  is  completing  the  presurvey  activities. 
If  the  observer  will  not  be  present  for  the  presurvey  activities,  then  a  time  must  be  coordinated 
with  the  state  survey  team  regarding  when  the  entrance  conference  will  occur.   In  these 
situations,  the  observer  should  discuss  presurvey  findings  with  the  team  and/or  team  leader  by 
telephone  prior  to  the  survey.  The  observer  should  also  request  that  the  team  leader  send  copies 
of  presurvey  information  such  as  OSCAR  reports,  complaints,  etc.  and  the  completed  Offsite 
Preparation  Sheet  (HCFA  80 1 )  prior  to  this  telephone  discussion.  Early  discussion  with  the  team 
leader  and/or  team,  before  going  on-site  will  help  build  a  rapport  w  ith  the  team.  Alternatively 
the  team  leader  could  send  the  materials  to  the  observer's  hotel  so  that  the  materials  are  available 
at  arrival.  If  possible,  the  observer  should  briefly  meet  with  the  survey  team  to  complete 
introductions,  get  a  briefing  on  presurvey  information,  and  prov  ide  some  background  about  the 
observer's  role  before  entering  the  facility. 

4.  Provide  travel  arrangement  support  including  lodging  arrangements,  airline  tickets  and  rental 
cars  for  the  observers. 

POST-SI  RVEY  ACTIVITY 

At  the  conclusion  of  the  survev  ,  the  observer  should  request  copies  of: 

•     Final  Statements  of  Deficiency  (HCFA  2567s) 


•     Final  Roster/Matrix  forms  from  both  the  facility  and  survey  team 


•  Survev  Team  Composition  and  Workload  Report  (HCFA  670)  forms  (as  soon  as  they  are 
completed.) 

•  Copies  of  any  other  appropriate  survey  documentation  necessary  to  complete  a  final  report. 

If  the  observ  er  notes  significant  discrepancies  in  deficiencies  cited  from  decisions  made  by  the 
team  onsite.  the  observer  should  determine  whether  information  at  the  exit  conference  affected 
the  final  deficiencies  or  if  some  other  State  agency  review  mechanism  may  hav  e  influenced  the 
final  deficiencies.  If  necessary,  the  observer  should  follow-up  on  these  types  of  questions  with 
the  surveyors  and  their  supervisors.  Similarly,  the  observer  should  compare  final  time 
allocation  by  the  survey  team  to  time  observations  made  during  the  survey  process. 

•  The  observer  will  complete  a  final  narrative  report  which: 

•  Provides  an  overall  appraisal  of  how  well  the  survey  team  conducted  the  survey  in  relation  to 
the  procedures  in  SOM  Appendix  P. 

•  Identifies  specific  deviations  from  the  standard  survey  process  by  the  survev  team  that  the 
observer  believes  affected  the  effectiveness  or  efficiency  of  the  survey. 

•  Identifies  specific  deviations  from  the  standard  survey  process  that  seem  more  effective  or 
efficient  than  the  current  standard  survey  procedure,  and  merit  further  investigation  for 
possible  modification  of  the  current  process. 

•  Provides  an  appraisal  of  how  well  the  survey  team  made  deficiency  decisions  using  the 
procedures  in  SOM  Appendix  P  including  both  the  decision-making  process  and  the 
information  gathering/investigative  process. 

•  Identifies  specific  problems  that  the  observer  believes  affected  the  decision-making  process. 

•  Identifies  specific  State  decision-making  techniques  that  may  be  more  effective  and  efficient 
than  the  current  decision-making  process,  and  merit  further  investigation  for  possible 
modification  of  the  current  survey  process. 

•  Provides  an  overall  appraisal  of  how  the  suivev  team  spent  its  time  conducting  the  survev. 
both  total  time  and  in  specific  tasks. 

•  Provides  an  overall  appraisal  of  how  various  survev  or  disciplines  and  specialty  survev  ors 
were  utilized  in  the  survev  process. 

•  Makes  specific  recommendations  regarding  survev  areas  to  be  more  closeh  observed  on 
future  survev  observations  in  the  state 

•  Makes  specific  recommendations  regarding  modifications  to  the  survev  observation 
protocol. 

•  Makes  specific  recommendations  regarding  further  training  for  the  state  or  nation  on  various 
areas  of  the  survev  process. 


GENERAL  GUIDANCE 


It  is  absolutely  imperative  that  the  survey  team  not  sense  that  observers  are  officious  or 
antagonistic.  The  goal  of  these  studies  is  to  assess  the  process  of  how  a  nursing  facility  is 
surveyed  under  the  protocols  currently  being  used  and  to  determine,  if  possible,  how  that  process 
can  be  further  improved. 

Some  key  points  and  suggestions  for  use  in  an  observation: 

•  Your  effectiveness  is  heightened  when  you  take  the  time  to  re\  iew  the  protocols  prior  to 
observation.  Even  if  you  feel  you  are  very  well  acquainted  with  the  survey  tasks,  a  quick 
rev  iew  of  the  observation  protocol  refocuses  you  on  observ  ing  and  not  surveying. 

•  Using  a  blank  report  protocol  form  for  note  taking  helps  organize  the  report  when  you  begin 
to  write  it.  Do  what  is  comfortable  for  you  when  gathering  the  information  for  your 
observation,  many  people  chose  to  make  notes  on  the  blank  report  form  when  the  survey 
team  is  engaged  in  other  activities.  Seeing  observers  take  notes  is  often  disconcerting. 

•  Ensure  during  the  initial  contacts  with  the  survey  team  and/or  their  superv  isor  that  the  survey 
process  should  not  be  changed  because  an  observation  is  occurring. 

•  You  may  need  to  explain  to  the  team  more  than  once  that  you  will  be  taking  notes,  talking  to 
staff  and  residents,  reviewing  their  survey  documentation,  and  even  reviewing  some  resident 
records. 

•  Be  on  time.  Nail  down  your  directions  and  meeting  times  as  early  in  the  process  as  you  can. 
If  you  have  time  to  locate  places  prior  to  meetings,  take  the  time  to  do  it. 

•  Every  effort  should  be  made  not  to  convey  approval  or  disapproval  for  the  teamo  application 
of  any  surv  ey  technique.  Be  aware  of  y  our  tacit  demeanor  as  well  as  body  'language.  Do  not 
be  drawn  into  "surveying"  or  responding  to  questions  such  as  "Are  we  doing  okay?"  This  is 
the  single  most  difficult  part  of  observ  ing.  Only  if  you  note/observ  e  an  immediate 
jeopardy  situation  should  you  react  in  an  overt  manner  by  informing  the  team. 

•  It  is  very  helpful  to  walk  through  some  of  the  specific  situations  with  the  team  where  your 
presence  may  be  disconcerting  to  the  team  or  facility  staff  residents.  These  instances  may  be 
(but  aren't  limited  to)  how  the  surveyor  introduces  you  during  the  tour. 

•  When  you  ask  questions  of  surveyors  (and  you  will  find  that  questions  may  be  necessary  to 
complete  your  observations),  please  remember  to  phrase  then  non-judgmentally.  You  should 
only  interrupt  a  surveyor  who  is  speaking  to  someone  else  (during  a  team  meeting,  a 

staff  resident  family  interv  iew.  on  the  phone)  when  there  is  an  emergency . 

The  following  protocol  addresses  possible  key  questions  to  consider  as  part  of  the  observation 
of  all  the  survey  tasks.    It  is  the  intent  of  these  survey  observations  to  have  the  Aobserver  spend 
time  observ  ing  each  member  of  the  survey  team  at  some  point  during  the  survey,  and  if  possible, 
to  observe  at  least  part  ot  each  survey  task  conducted  during  the  survey .   This  does  not  preclude 


the  observer  from  following  a  particular  problem  identified  by  a  surveyor  through  to  its 
investigation  endpoint.  In  fact,  these  type*  of  observations  ma\  prove  to  be  the  most  important 
sources  of  information  about  how  survey  teams  function.  If  following  a  specific  problem 
inv  estigation  through  to  its  endpoint  results  in  another  survey  task  not  being  observed,  document 
that  it  was  not  observed  and  why.  Observers  should  make  the  best  possible  effort  to  complete 
observ  ation  of  all  survey  tasks,  but  should  understand  that  it  w  ill  not  always  be  possibleMn  other 
words,  the  observer  is  given  a  substantial  amount  of  latitude  to  use  his  or  her  own  judgment  in 
deciding  how  to  structure  their  entire  survey  observation. 

Under  each  task  there  is  always  a  question  related  to  "other  activ  ities  completed  under  the  task." 
This  question  is  meant  to  capture  any  activ  ities  that  are  not  part  of  the  normal  survey  procedure 
as  outlined  in  the  SOM.  This  could  include  activ  ities  that  are  State  licensure  related  or  perhaps 
activ  ities  that  a  state  has  added  to  the  survev  process  which  could  be  a  useful  modification  to  the 
current  survev  process.    When  these  activities  are  identified  under  a  given  task,  the  observer  is 
asked  to  describe  the  activ  ities. 
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CONFIDENTIAL 


OBSERVATION  REPORT 

(FACILITY  NAME) 
(FACILITY  ADDRESS) 
(DATE  OF  OBSERVATION) 
(FACILITY)  PROV  IDER  # 
Observer: 


A.  OVERVIEW 

B.  SPECIFIC  SURVEY  TASK  OBSERVATIONS 
Task  1  -  Offsite  /  Presurvey  Information 

1.  Who  participated  in  the  presurvey  review  meeting?  Were  people  missing  who  should  have 
been  there?  Was  supervisory  staff  present? 

2.  Did  the  participants  seem  to  understand  the  purpose  and  importance  of  the  meeting? 

3.  What  sources  of  information  did  the  team  utilize  in  their  offsite  rev  iew  of  the  facility  ?  Were 
these  the  sources  listed  in  the  State  Operations  Manual  (SOM)  Appendix  P,  pp.  P-5  through  P-77 
Were  sources  other  than  those  listed  in  the  SOM  used?  (Describe  the  sources) 

4.  What  sources  of  information  were  most  useful  to  the  team? 

5.  How  were  the  sources  of  information  used? 

a)  To  focus  areas  of  concern  to  be  addressed  in  the  surv  ey? 

b)  To  identify  particular  residents  for  potential  sample  selection? 

c)  Were  special  resident  populations  identified? 

6.  What  areas  were  selected  for  emphasis  in  the  survey 

a)  On  what  basis  were  thev  selected? 

b)  Did  you  agree  with  the  areas  selected? 

Was  contact  made  with  the  ombudsman  '  s  office?  Whvnot? 

8.  Were  preliminary  team  assignments  made?  Was  the  need  for  specialized  team  members  (e. 
pharmacists,  dietitians,  phvsicians.  etc.)  discussed?  Were  specialized  surveyors  added?  Were 
supervisory  personnel  involved  in  these  decisions? 

9.  \\  hat  was  the  final  make-up  of  the  team  (include  number  and  discipline)?  Did  vou  agree? 
Whv  not? 

1 0.  Was  there  discussion  of  how  time  would  be  utilized  (including  completion  of  other  act i\  i ties 
such  as  complaint  investigations,  or  the  need  to  enter  the  facilitv  early  or  stay  later)?  (Describe) 


1 1.  Was  the  usefulness  (or  lack  of  usefulness)  of  presurvey  information  discussed? 

12.  How  much  time  was  spent  on  this  task?  (Separate  the  time  between  team  meetings  and 
information  collection.)  Who  collected  the  necessary  information  for  the  presurvey  meeting? 


Task  2  -  Entrance  Conference  /  Qnsite  Preparatory  Activities 

1.  Was  the  survey  team  introduced?  Why  not?  After  introductions,  did  the  tour  begin?  Did 
the  team  leader  then  conduct  the  remainder  of  the  entrance  conference? 

2.  Was  the  survey  process  fully  explained  to  the  facility  (e.g.,  indiv  idual  and  group  interviews 
with  residents,  family  /  legal  representative  interviews  and  staff  interviews)?  Did  the  team  leader 
make  it  clear  that  the  facility  should  provide  and  ensure  times  for  residents  to  contact  surveyors 
without  facility  staff  present? 

3.  Was  the  facility  informed  that  the  team  would  be  communicating  with  facility  personnel 
throughout  the  survey  to  promote  clarification  of  issues  identified  by  the  team? 

4.  Was  the  facility  asked  about  special  resident  populations  or  units  and  unusual  room  features 
of  the  facility  (e.g.,  bedrooms  below  grade,  rooms  with  more  than  4  residents,  rooms  w  ith  less  than 
the  required  square  footage)?  Were  emergency  water  supply  procedures  discussed? 

5.  Was  the  facility  asked  to  prov  ide,  within  one  hour,  the  information  iisted  in  Appendix  P  the 
SOM  on  pp.  P-8  and  P-9,  and  within  24  hours,  the  information  listed  in  Appendix  P  of  the  SOM  on 
pp.  P-9  and  P10?  Did  the  team  leader  ask  the  facility  to  complete  a  Roster/Sample  Matrix  by  the  end 
of  the  Initial  Tour? 

6.  Were  copies  of  the  OSCAR  3  and  4  reports  provided  and  their  use  explained  to  the  facility  ? 

7.  Was  a  sign  posted  informing  the  residents,  staff  and  public  about  the  survey  ?  Was  the 
resident  council  president  contacted  and  given  a  list  of  the  questions  to  be  addressed  in  the  group 
meeting?  Was  the  group  meeting  time  and  place  arranged? 

8.  Did  the  team  leader  ask  if  the  exit  conference  would  be  taped  and  inform  the  administrator 
that  a  copy  of  the  tape  must  be  prov  ided  to  the  team  at  the  end  of  the  exit  conference? 

9.  Were  any  other  activ ities  conducted  during  Task  2?  (Describe) 

10.  How  much  time  was  used  to  conduct  the  entrance  conference  and  preparatory  survey 
activities? 

Task  3  -  Initial  Tour 

1.  Did  the  team  tour  individually?  Did  facility  staff  accompany  them?  If  no,  why  not? 

2.  Did  the  team  utilize  the  Roster  /  Sample  Matrix  form  and  notes  from  Task  1  to  confirm  or 
eliminate  both  areas  of  concern  and  potential  sample  residents,  or  did  the  team  tour  without  regard 
to  information  from  Task  I?  Were  there  residents  or  concerns  you  would  have  identified  that  were 
not  identified  b\  the  team? 

3.  Did  the  team  try  to  meet  as  man\  residents  and  /  or  famil\  members  as  possible  during  the 
tour?  Did  the  team  ask  facility  staff  to  identify  residents  who  were  newly  admitted,  or  with  transfer 
or  discharge  pending? 
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4.  Was  the  facility  environment  reviewed  during  the  tour?  How  did  the  team  document 
environmental  concerns  (e.g.,  on  General  Observations  Worksheet  -  HCFA  803,  Surveyor  Notes 
Worksheet  -  HCFA  807  or  other  format)? 

5.  Was  information  gathered  regarding  Quality  of  Care  /  Quality  of  Life  during  the  lour  in 
accordance  with  SOM  Appendix  P  on  pp.  P-l  1  to  P-12?  How  was  it  documented? 

6.  Were  additional  activities  conducted  during  the  tour?  (Describe) 

7.  Did  you  see  any  problems  with  the  tour  (e.g.,  surveyors  not  stopping  to  talk  with  residents  or 
family  members  or  not  touring  with  facility  staff)? 

8.  How  much  time  did  team  members  use  to  conduct  the  tour? 
Task  4  -  Sample  Selection 

PHASE  1 

1.  Did  the  team  have  the  facility '  s  completed  Roster  /  Sample  Matrix  in  time  for  use  in  Phase  1 
sampling?  If  not,  when  was  it  made  available?  Did  the  team  use  information  from  it  to  help  with 
sample  selection  in  Phase  1? 

2.  Was  information  from  Tasks  1,  2  or  3,  the  facility' s  completed  Roster  /  Sample  Matrix  or  any 
other  information  sources  used  by  the  team  in  making  its  selections? 

3.  Were  all  comprehensive  rev  iews  chosen  in  Phase  1?  What  other  types  of  reviews  were 
selected  during  Phase  1  (focused  reviews,  clo>ed  record  reviews,  individual  interv  iews  and  /  or  family 
interviews  and  resident  observations)?  Did  the  selection  of  residents  appear  to  be  based  on  identified 
concerns  or  some  other  criteria  important  to  the  individual  surveyor? 

4.  Did  the  team  complete  a  Phase  1  Roster  /  Sample  Matrix  according  to  SOM  Appendix  P 
on  p.  P-l 5? 

5.  How  did  the  team  decide  which  members  would  review  specific  residents?  How  would  you 
describe  the  team '  s  ability  to  communicate? 

6.  Were  any  other  activities  conducted  during  the  Phase  1  sample  selection?  (Describe) 

7.  How  much  time  did  the  team  spend  conducting  the  Phase  1  sampling? 


PHASE  2 

1 .  \\  hen  was  the  Phase  2  sample  selection  conducted  (e.g..  end  of  da>  1  of  survey,  end  of  dav  2  of 
survey,  etc.)? 

2.  What  considerations  went  into  the  Phase  2  sampling  (e.g.,  remaining  Phase  1  issues,  new 
concerns,  concerns  identified  but  not  yet  addressed,  related  concerns)?  Were  anv  unresolved  Phase  1 
concerns  not  addressed  b\  the  Phase  2  sample  selection? 

3.  W  hat  t>pe  of  reviews  was  selected  in  Phase  2  (e.g.,  focused  reviews,  closed  record  reviews, 
i n d i v  idual  interv  iews  and  /  or  familv  inten  iews  and  resident  observations)?  How  did  the  team 
decide  the  review  process? 


4.         Did  the  team  complete  a  Phase  2  Roster  /  Sample  Matrix  form  according  to  SOM  Appendix  P 
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on  pp.  P-16  -  P-17? 


5.  Did  the  team  discuss  other  tasks  that  needed  to  be  completed  in  Phase  2,  and  who  would 
conduct  these  tasks  (e.g.,  resident  funds  /  surety  bonds,  infection  control  practices,  QA  rev  iew,  group 
interview  questions,  discrepancies  between  the  teams  observations  and  facility  Census  and  Condition 
of  Residents  form  -  HCFA  672,  nurse  staffing  waivers,  and  two  requirements  selected  for  review 
from  the  SOM  Appendix  P  on  pp.  P-17  -  P-18,  and  other  concern)? 

6.  Were  any  other  activities  conducted  during  the  Phase  2  sampling?  (Describe) 

7.  How  much  time  did  the  team  use  to  conduct  the  Phase  2  sample  meeting?  Was  there 
sufficient  time  following  the  Phase  2  sampling  to  adequately  review  concerns  (e.g.,  was  Phase  2 
started  late  in  the  survey  or  were  there  external  pressures,  such  as  fixed  schedules,  that  affected 
Phase  2)? 

8.  Could  the  survey  team  have  stopped  the  survey  after  Phase  1  (i.e.,  the  team  had  completed 
appropriate  tasks  and  had  sufficient  information  to  conclude  that  a  further  sample  and  review 
beyond  60%  was  unnecessary)?  (Note:  Observers  should  remember  that  the  team  does  not  have  the 
option  of  ending  the  survey  after  Phase  1.  The  observer  is  being  asked  to  make  a  judgment  that  if 
the  team  had  the  option  could  they  have  concluded  the  survey  after  Phase  1?) 

SUPPLEMENTARY  SAMPLE 

1.  Were  residents  selected  in  addition  to  the  Phase  I  and  2  samples?  Why? 

2.  How  was  this  supplementary  sample  selected  and  documented? 

3.  Were  all  team  members  participants  in  the  supplemental  sample  selection?  How  were  the 
additional  residents  assigned  to  the  team  members  for  review?  How  long  did  the  supplementary 
sample  take? 

SAMPLE  SELECTION  -  OVERALL 

1.  Did  all  team  members  participate  in  all  sample  selection  phases? 

2.  What  percentage  of  residents  was  selected  in  Phase  1  and  Phase  2? 

3.  Was  the  total  sample  selection,  as  weil  a?>  the  indiv  idual  components:  correct  based  on  SOM 
Appendix  P  on  p.  P-19? 

4.  Was  the  sample  case  mix  stratified  and  were  the  Special  Factors  identified  in  SOM  Appendix 
P  on  p.  P-14  considered? 

5.  Overall,  how  did  the  team  respond  to  the  "phased"  sampling  process?  Does  it  add  to  their 
abilitv  to  identify  potential  facility  concerns  and  potential  residents  for  review?  If  not,  why  not? 

6.  If  sample  substitutions  were  necessary  (e.g.,  when  a  resident  refused  to  be  interv  iewed),  how 
was  the  substitution  handled  and  was  it  appropriate? 

Did  you  basicallv  agree  with  the  sample  selected? 


Task  5  -  Information  Gathering 


1.  How  did  the  team  spend  its  time  gathering  information?  Was  more  time  spent  in  record 
review,  conducting  interviews  of  residents,  family  and  staff,  or  observing  residents? 

2.  Was  information  verified  /  validated  by  cross  checking  various  sources  of  information  (e.g.. 
confirming  a  resident  observation  through  resident  and  /  or  family  or  staff  interviews)? 

3.  Did  the  team  meet  daily  to  discuss  findings  and  communicate  concerns?  How  much  time  was 
spent  in  team  meetings?  Was  the  survey  adjusted  based  on  team  communication?  (Describe) 

4.  Were  team  observations  discussed  with  residents,  family,  facility  staff  or  ombudsman?  Was 
the  facility  given  an  opportunity  to  clarify  issues  /  observations  identified  during  the  survey?  How 
did  the  team  utilize  this  information?  How  did  the  team  solicit  this  information  from  the  facilitv  - 
informally  or  formally?  How  much  time  was  spent  with  the  facility  in  these  clarification  efforts? 


Task  5A  -  General  Observation 

1.  Was  the  general  observation  completed  by  all  team  members  or  specific  team  members? 
Who?  When  was  this  task  conducted?  Was  it  conducted  in  accordance  with  SOM  Appendix  P  on 
pp.  P-23  and  P-24?  Were  identified  concerns  communicated  among  the  team  members? 

2.  Were  any  other  activities  conducted  as  part  of  this  task?  (Describe) 

3.  Were  the  General  Observations  of  the  Facility  worksheet  (HCFA  803)  utilized  for 
documentation?  How  much  time  was  spent  conducting  the  general  observation? 


Task  5B  -  Kitchen  /  Food  Service  Observation 

!.         Was  this  task  assigned  to  one  surveyor?  How  was  the  surveyor  selected  and  what  was  the 
surveyor' s  discipline?  At  what  point  in  the  survey  was  this  task  conducted? 

2.  Was  this  task  conducted  in  accordance  with  SOM  Appendix  P  on  P-24  and  on  the  Kitchen  / 
Food  Service  Observation  worksheet  (HCFA  81)4)° 

3.  Were  any  other  activities  conducted  as  part  of  this  task?  (Describe) 

4.  How  much  time  did  this  task  take  to  complete? 
Task  5C  -  Resident  Review 

1 .  Were  surveyors  assigned  to  individual  residents?  Did  one  surveyor  conduct  the  entire 
resident  review  for  an  assigned  resident?  If  not,  why  not? 

2.  Did  surveyors  review  the  same  residents  they  selected  for  rev  iew  including  the  Quality  of  Life 
Assessment? 

3.  Were  both  the  comprehensive  and  focused  review  activities  conducted  in  accordance  with 
SOM  Appendix  P,  p.  P-25? 

4.  Did  the  rev  iew  of  closed  records  include  care  issues  as  well  as  transfer  and  discharge  issues? 
What  criteria  were  used  to  choose  closed  records? 

5.  Were  resident  reviews  conducted  according  to  procedures  in  the  SOM  Appendix  P.  pp.  P-26 
to  P-32  for  all  components  (resident  room  review,  daily  life  review,  assessment  of  drug  therapies. 
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care  observations  and  interviews,  record  review,  during  observations,  closed  record  reviews,  hospice 
or  dialysis  services)? 

6.  Did  surveyors  follow  proper  protocol  with  respect  to  resident  clinical  observations  (e.g.,  s.aff 
present  for  pressure  sore  examination  and  resident  consent  given)? 

7.  Were  additional  areas  of  concern  bey  ond  the  scope  of  the  normal  comprehensiv  e  or  focused 
reviews  investigated?  (Describe) 

8.  Were  any  other  activities  conducted  as  part  of  this  task?  (Describe) 

9.  How  did  surveyors  address  avoidable  or  unavoidable  issues  of  resident  decline,  failure  to 
imf  -ove  with  respect  to  attaining  /  maintaining  the  highest  functional  level?  Did  documentation 
occur  on  the  appropriate  form?  Did  this  documentation  present  a  clear  picture  of  identified  resident 
concerns  or  outcomes? 

10.  Based  on  your  judgment,  was  there  additional  information  available  or  needed  to  strengthen 
the  surveyor  findings?  (Describe) 

1 1.  How  much  time  was  used  to  conduct  this  task? 


Task  5D  -  Quality  of  Life 

1.  Were  Quality  of  Life  protocols  followed  in  accordance  with  SOM  Appendix  P,  pp.  P-33  to  P- 
38?  If  not,  where  were  the  v  ariations? 

2.  How  did  surveyors  conduct  the  interviews  of  residents  -  in  short  segments  or  at  one  time? 
Did  surveyors  modify  the  questions  to  fit  the  interview  situation  (both  structure  and  order)?  Did 
surveyors  ask  questions  in  an  open-ended  manner?  Did  surveyors  follow  up  on  information  from 
the  interview  process?  What  was  the  comfort  level  of  individual  interviewers  with  the  interview 
process  and  questions? 

3.  How  did  surveyors  prepare  for  interviews  (with  families  /  friends  and  residents)?  Was  an 
effort  made  to  establish  rapport  with  individuals  being  interviewed?  Were  family  interviews  done  in 
person  or  by  telephone?  Did  lack  of  preparation  affect  interviews  (e.g..  knowledge  needed  to  build 
rapport  with  the  individual  being  interviewed)? 

4.  Were  significant  interview  findings  shared  with  other  team  members  on  a  timely  basis  for 
follow-up  in  other  activ  ities  of  the  survey  (i.e..  other  interviews,  observ  ations,  record  reviews,  etc.)? 
How  was  the  issue  of  confidentiaiity  managed? 

5.  How  did  surveyors  conduct  the  observations  of  the  non-inter\  ievvable  residents?  Were  the 
observ  ations  appropriately  conducted  to  obtain  the  maximum  amount  of  information  about  facilitx 
staff  practice  (e.g.,  were  some  of  the  observations  made  when  staff  was  prov  iding  care  to  the 
resident)? 

6.  How  did  the  surv  ex  team  manage  the  group  interx  iew?  \\  ere  i  esidents  selected  by  the  faciiitx 
or  by  the  surxexors?  Had  a  surveyor  talked  with  the  president  of  the  resident  council  prior  to  the 
group  meeting? 

Did  surxexors  document  their  interxiew  /  obserxation  findings  on  appropriate  forms? 

8.  Wereanx  other  activ  ities  conducted  as  part  of  this  task?  (Describe) 

9.  How  much  time  did  surveyors  use  to  conduct  this  ta^k? 
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Task  5E  -  Medication  Pass 

1.  Was  the  medication  pass  observation  conducted  in  accordance  with  SOM  Appendix  P,  pp.  P- 
38  and  P-39  and  the  surveyor  guidelines? 

2.  Did  the  surveyors  observe  at  least  two  facility  staff  passing  medications?  Did  surveyors 
document  their  findings  on  appropriate  forms? 

3.  How  did  the  team  choose  the  residents  to  be  reviewed  for  the  medication  pass  observation? 

4.  Were  any  other  activities  conducted  as  part  of  this  task?  (Describe) 

5.  How  much  time  did  surveyors  use  to  conduct  this  task? 


Task  5F  -  Quality  Assessment  and  Assurance  Review 

1.  Was  the  task  conducted  in  accordance  with  SOM  Appendix  P,  pp.  P-39  to  P-41?  If  not,  why 
not? 

2.  What  criteria  did  the  team  use  to  determine  Quality  deficiencies  r  equiring  more  extensive 
rev  iew  of  the  facility '  s  QA  program?  (See  SOM  Appendix  P,  p.  P-40,  Part  2) 

3.  How  did  the  team  select  the  facility  direct  care  staff  that  were  interviewed  regarding  the 
implementation  of  specific  QA  plans  and  w  hat  questions  were  asked? 

4.  How  was  this  task  documented? 

5.  Did  the  team  understand  how  the  Quality  Assessment  and  Assurance  Review  task  was  to  be 
conducted? 

6.  Were  any  other  activities  conducted  as  part  of  this  task?  (Describe) 

7.  How  much  time  did  this  task  take? 

Task  6  -  Information  Analysis  for  Deficiency  Determination 

1.  How  much  independence  did  the  te;>m  appear  to  have  in  making  their  decisions?  Was  there 
any  contact  with  their  home  office?  (Describe) 

2.  Where  was  the  decision-making  meeting  held?  Did  all  team  members  participate?  Were 
other  State  Agency  personnel  involved  (e.g.,  supervisors,  attornevs.  support  staff  etc.)? 

3.  How  did  the  team  proceed  through  their  findings  (e.g.,  sequentially  by  F-tag,  by  care  areas, 
bv  concerns,  etc.)? 

4.  W  hen  a  regulatory  area  was  identified  as  a  potential  area  of  non-compliance,  were  all 
pertinent  sources  of  evidence  considered  (e.g..  interviews,  observations,  record  reviews,  etc.)? 

?.  Was  evidence  evaluated  using  ihe  procedures  in  SOM  Appendix  P.  pp.  P-43  and  P-44?  Was 
evidence  about  whether  specific  resident  conditions  were  avoidable  or  unavoidable  considered  in  the 
determination  of  deficiencies? 

6.         Did  the  team  categorize  deficiencies  in  terms  of  severity  and  scope  to  decide  whether 
substandard  care  existed?  W  as  the  discussion  systematic  (i.e.,  discussion  of  severity  and  then 


discussion  of  scope)?  On  what  basis  was  substandard  care  determined?  W  as  the  need  for  an 
extended  survey  discussed?  If  not,  was  substandard  care  discussed  /  considered? 

7.  Did  the  team  use  the  deficiency  categorization  procedures  in  SOM  Appendix  P,  P-48  to  P-50? 
Did  the  deficiency  categorization  begin  with  severity  and  then  consider  scope  or  vice  versa? 

8.  Was  immediate  jeopardy  identified  during  the  survey?  How  did  the  survey  team  respond  to 
this  situation  in  regards  to  the  facility  and  the  state  agency?  What  occurred  after  the  immediate 
jeopardy  was  formally  identified? 

9.  How  and  when  were  final  decisions  about  deficiencies  made  (e.g.,  by  team  consensus,  by  team 
leader,  by  supervisor)? 

10.  Did  the  team  actually  write  deficiencies  at  the  decision-making  meeting? 

1 1.  Were  any  other  activities  conducted  as  part  of  this  task?  (Describe) 

12.  How  much  time  did  the  surveyors  use  to  conduct  this  task? 

Task  7  -  Exit  Conference 

1.  Who  participated  in  the  exit  conference?  Who  attended  the  exit  conference  in  addition  to 
facility  staff  and  survey  ors?  Did  all  surveyors  attend?  W  as  the  exit  conference  taped  and  the 
survey  ors  provided  a  copy  at  the  end  of  the  exit  conference? 

2.  Did  the  team  provide  the  facility  with  a  description  of  the  deficiencies  that  were  identified 
during  the  survey  ?  Was  the  presentation  of  deficiencies  systematic  (e.g.,  by  F-tag  order,  etc.)?  How 
did  the  facility  react  to  the  specific  deficiencies? 

3.  Did  the  facility  request  a  list  of  the  residents  included  in  the  standard  survey  sample?  Did  the 
team  maintain  confidential  information  (e.g.,  the  team's  Roster  /  Sample  Matrix)? 

4.  Was  there  discussion  about  providing  the  facility  with  the  time  and  opportunity  for 
clarification  and  response  to  survey  findings?  Did  the  team  allow  the  facility  an  opportunity  to 
respond  or  clarify  during  the  exit  conference? 

5.  Did  the  team  deliver  a  completed  Statement  of  Deficiency  (HCFA  2567)  at  the  exit 
conference?  Did  the  team  discuss  the  need  for  an  extended  survey  ,  if  appropriate? 

6.  If  immediate  jeopardy  and  serious  threat  still  existed  at  the  exit,  what  notification  did  the 
team  give  the  facility  about  future  action?  Was  the  team' s  supervisor  notified? 

7.  Were  any  other  activities  conducted  as  part  of  this  task?  (Describe) 

8.  How  much  time  was  spent  in  the  exit  conference? 


C.  OTHER  COMMENTS  (e.g.,  external  factors  that  affected  the  survey 
such  as  time  constraints.) 


D.     COMMENTS  ON  TIME  USAGE  IN  THE  SURVEY  AND 
DECISION  -  MAKING  PROCESS 
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E.     COMPARATIVE  DEFICIENCY  FINDINGS 


EXAMPLE 


STATE  SURVEYOR  TEAM 
DECISIONS 

FINAL  STATE  DECISIONS 
AFTER  SUPERVISORY 
REVIEW  /  SEVERITY  AND 
SCOPE 

OBSERVER  FINDINGS  IN 
RESPONSE  TO  SURVEY 
TEAM 

F  154  -  Health  Status 
SS=A 

Overturned 

Disagree  (describe  wh>  ) 

F  1  56  -  Adv.  Directives 
SS=E 

Upheld 

Agree  (describe  why) 

F  167  -  Survey  Results 
SS=C 

Upheld 

Agree 

F  309  -  Care  and  Services 
SS=D 

Upheld 

Agree 

F  3  1  1  -  Treatment  and  Services 
SS=D 

Upheld 

F  371  -  Dietary  Food  Temp 

ss=c 

Upheld 

Agree 
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ATTACHMENT  4 

Federal  Enforcement  Grid 


Immediate  Jeopardy 
to  Resident  Health 
or  Safety 

J  -  POC  Required 
Req.  -  Category  3 
Opt.  Category  -  1  or 
2 

K  -  POC  Required 
Req.  -  Category  3 
Opt.  Category  -  1  or 
2 

L  -  POC  Required 
Req.  -  Category  3 
Opt.  Category  - 1  or 
2 

Actual  Harm  that  is 
Not  Immediate 
Jeopardv 

G  -  POC  Required 
Req.  -  Category  2 
Opt.  -  Category  1 

H  -  POC  Required 
Req.  -  Category  2 
Opt.  -  Category  1 

I  -  POC  Required 
Req.  -  Category  2 
Opt.  -  Category  1  or 
Temporary 
Management 

No  Actual  Harm 
with  Potential  for 
more  than  minimal 
harm  that  is  not 
immediate  jeopardy 

D  -  POC  Required 
Req.  -  Category  1 
Opt.  -  Category  2 

E  -  POC  Required 
Req.  -  Category  1 
Opt.  -  Category  2 

F  -  POC  Required 
Req.  -  Category  2 

Ont  -  Cnteonrv  1 

No  Actual  Harm 
with  potential  for 
minimal  harm 

A  -  No  POC 
Required 
No  Remedies 
commitment  to 
Correct  not  on  SOD 

B  -  POC  Required 

C  -  POC  Required 

Isolated 

Pattern 

Widespread 

Substandard  quality  of  care  is  any  deficiency  in  42  CFR  483. 1  3  -  Resident 
Behavior  and  Facility  Practice,  42  CFR  483.15  -  Quality  of  Life  or  42  CFR 
483.25  -  Quality  of  Care  that  constitutes  immediate  jeopardy  to  resident  health 
or  safety;  or  a  pattern  of  or  widespread  actual  harm  that  is  not  immediate 
jeopardy;  or  a  widespread  potential  for  more  than  minimal  harm  that  is  not 
immediate  jeopardy  ,  with  no  actual  harm. 


Substantial  compliance 


Category  1 

X.  Directed  Plans  of 

Correction 
X.  State  Monitor  and/or 
X    Directed  !nser\ ice 

Train  insz 


Remedy  Categories 

Category  2 

•  Denial  of  Payment  for 
Ne\s  Admissions 

•  Denial  of  Payment  for  All 
lndi\  iduals  Imposed  by 
HCFA  and/or 

•  CMPs 

S50  -  S3 000  day 


Category  3 

X.  Temporary  Management 
X.  Termination 
Optional: 

•  CMPS 

$3050  -  10.000/day 
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FTag  ATTACHMENT  5 


Def  Number  Deficiency  Name  Group 

150  DEFINITION  OF  SNF  &  NF  Resident 

Rights 

151  RESIDENT  EXERCISES  RIGHTS  &  IS  FREE  OF  COERCION  Resident 

Rights 

152  RIGHTS  OF  INCOMPETENT  RES  EXERCISED  BY  SURROGATE  Resident 

Rights 

153  ACCESS  TO  RECORDS  &  ABILITY  TO  PURCHASE  RECORDS  Resident 

Rights 

154  RES  INFORMED  OF  HEALTH  STATUS  &  MEDICAL  CONDITION  Resident 

Rights 

155  RIGHT  TO  REFUSE  TREATMENT/RESEARCH.  FORM  ADV  DIRECTIVES  Resident 

Rights 

156  INFORM  RES  OF  SERVICES/CHARGES/LEGAL  RGTS/ETC  Resident 

Rights 

157  INFORM  OF  ACCIDENTS/SIG  CHANGES/"!  RANSFER/ETC  Resident 

Rights 

1 58  RESIDENT  MANAGE  OWN  FINANCIAL  AFFAIRS  Resident 

Rights 

159  FACILITY  MANAGEMENT  OF  RES  FUNDS  Resident 

Rights 

160  CONVEYANCE  OF  RES  FUNDS  UPON  DEATH  Resident 

Rights 

161  SURETY  BOND  OR  OTHER  ASSURANCE  Resident 

Rights 

162  uMITATION  ON  CHARGES  TO  PERSONAL  FUNDS  Resident 

Rights 

163  RESIDENT  MAY  CHOOSE  A  PERSONAL  PHYSICIAN  Resident 

Rights 

164  PERSONAL  PRIVACY/CONFIDENTIALITY  OF  RECORDS  Resident 

Rights 

165  VOICE  GRIEVANCES  WITHOUT  REPRISAL  Resident 

Rights 

166  FACILITY  RESOLVES  RESIDENT  GRIEVANCES  Resident 

Rights 

167  SURVEY  RESULTS  READILY  ACCESSIBLE  TO  RESIDENTS  Resident 

Rights 

168  RES  RECEIVE  INFO/CAN  CONTACT  CLIENT  ADVOCATES  Resident 

Rights 

169  RESIDENTS' RIGHT  TO  WORK/REFUSE  TO  WORK  FOR  FAC  Resident 

Rights 

170  RESIDENT  CAN  SEND/RECEIVE  UNOPENED  MAIL  Resident 

Rights 

171  RESIDENT  HAS  ACCESS  TO  STATIONERY  ETC  Resident 

Rights 

172  RES  ACCESS  TO  REP  OF  SECRETARY.  PHYSICIAN.  FAMILY  ETC  Resident 

Rights 

173  ALLOWS  OMBUDSMAN  TO  EXAMINE  RESIDENTS' RECORDS  Resident 

Rights 

1 74  ACCESS  TO  TELEPHONE  WITH  AUDITORY  PRIVACY  Resident 

Rights 

175  RIGHT  TO  SHARE  A  ROOM  Resident 

Rights 

176  SELF-ADMIN  OF  DRUGS  IF  DEEMED  SAFE  Resident 

Rights 

4Q 


177  RESIDENTS'  RIGHT  TO  REFUSE  CERTAIN  TRANSFERS 

201  REASONS  FOR  TRANSFER/DISCHARGE  OF  RESIDENT 

202  DOCUMENTATION  FOR  TRANSFER/DISCHARGE  OF  RES 

203  PROPER  NOTICE  BEFORE  TRANSFER/DISCHARGE  OF  RES 

204  PROVIDES  ORIENTATION  TO  RES  FOR  TRANSFER/DISCHARGE 

205  NOTICE  OF  BED-HOLD  POLICY  TO  RES  UPON  TRANSFER 

206  RETURN  OF  RES  TO  FACILITY  AFTER  BED-HOLD  DAYS  EXPIRE 

207  FACILITY  ESTABLISHES  EQUAL  ACCESS  POLICIES 

208  ADMISSION  POLICIES  &  MONIES  FACILITY  CAN  ACCEPT 

221  RIGHT  TO  BE  FREE  FROM  PHYSICAL  RESTRAINTS  NOT  REQ'D  FOR  TREATMENT 

222  RIGHT  TO  BE  FREE  FROM  CHEMICAL  RESTRAINTS  NOT  REQ'D  FOR  TREATMENT 


223 
224 
225 

240 

241 
242 
243 
244 
245 
246 
247 
248 
249 
250 
251 


RESIDENTS  RIGHT  TO  BE  FREE  FROM  ABUSE 

POLICIES  PROHIBIT  ABUSE,  NEGLECT 

NOT  EMPLOY  PERSONS  GUILTY  OF  ABUSE 

FACILITY  PROMOTES/ENHANCES  QUALITY  OF  LIFE 

DIGNITY 

SELF-DETERMINATION  -  RESIDENT  MAKES  CHOICES 
RES/FAMILY  RIGHT  TO  PARTICIPATE  IN  RES/FAM  GROUPS 
FACILITY  MUST  LISTEN/RESPOND  TO  RES/FAM  GROUP 
RIGHT  TO  PARTICIPATE  IN  SOCIAL/REUG/COMMUNITY  ACTIVS 
ACCOMMODATION  OF  NEEDS  &  PREFERENCES 
RES  RECEIVES  NOTICE  BEFORE  ROOM/ROOMMATE  CHG 
ACTIVITY  PROGRAM  MEETS  INDIVIDUAL  NEEDS 
QUALIFICATIONS  OF  ACTIVITY  DIRECTOR 
MEDICALLY  RELATED  SOCIAL  SERVICES 
QUALIFICATIONS  OF  SOCIAL  WORKER 


Resident 
Rights 
ATD 
Rights 
ATD 
Rights 
ATD 
Rights 
ATD 
Rights 
ATD 
Rights 
ATD 
Rights 
ATD 
Rights 
ATD 
Rights 
Res 
BehFac 
Prac 
Res 
BehFac 
Prac 
Res 
BehFac 
Prac 
Res 
BehFac 
Prac 
Res 
BehFac 
Prac 
Quality  of 
Life 
Quality  of 
Life 
Quality  of 
Life 
Quality  of 
Life 
Quality  of 
Life 
Quality  of 
Life 
Quality  of 
Life 
Quality  of 
Life 
Quality  of 
Life 
Quality  of 
Life 
Quality  of 
Life 
Quality  of 
Life 
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252  SAFE/CLEAN/COMFORTABLE/HOMELIKE  ENVIRONMENT  Quality  of 

Life 

253  HOUSEKEEPING  &  MAINTENANCE  SERVICES  Quality  of 

Life 

254  CLEAN  LINENS  IN  GOOD  CONDITION  Quality  of 

Life 

255  PRIVATE  CLOSET  SPACE  IN  EACH  ROOM  Quality  of 

Life 

256  ADEQUATE  &  COMFORTABLE  LIGHTING  LEVELS  Quality  of 

Life 

257  COMFORTABLE  &  SAFE  TEMPERATURE  LEVELS  Quality  of 

Life 

258  COMFORTABLE  SOUND  LEVELS  Quality  of 

Life 

271  PHYSICIAN  ORDERS  FOR  RES  AT  TIME  OF  ADMISSION  Resident 

Assess 

272  COMPREHENSIVE  ASSESSMENTS  Resident 

Assess 

273  FREQUENCY  OF  ASSESSMENTS  -  NO  LATER  THAN  14  DAYS  Resident 

Assess 

274  ASSESSMENT  AFTER  A  SIGNIFICANT  CHANGE  Resident 

Assess 

275  ASSESSMENT  CONDUCTED  AT  LEAST  EVERY  12  MONTHS  Resident 

Assess 

276  QUARTERLY  REVIEW  OF  ASSESSMENTS  Resident 

Assess 

277  COORDINATE  ASSESS  W/  PASARR  Resident 

Assess 

278  ACCURACY  OF  ASSESSMENTS/COORD  W/PROFESSIONALS  Resident 

Assess 

279  DEVELOP  COMPREHENSIVE  CARE  PLANS  Resident 

Assess 

280  DEVELOPMENT/PREP/REVIEW  OF  COMP  CARE  PLAN  Resident 

Assess 

281  SERVICES  PROVIDED  MEET  PROFESSIONAL  STANDARDS  Resident 

Assess 

282  SERVS  BY  QUALIFIED  PERSONS  IN  ACCORD  W/ CARE  PLAN  Resident 

Assess 

283  DISCHARGE  SUMMARY  RECAPITULATION/FINAL  SUMMARY  Resident 

Assess 

284  REQUIREMENTS  FOR  POST-DISCHARGE  PLAN  OF  CARE  Resident 

Assess 

285  PASARR  REQUIREMENTS  FOR  Ml  &  MR  Resident 

Assess 

309  PROVIDE  NECESS  CARE  FOR  HIGHEST  PRAC  WELL  BEING  Quality  of 

Care 

310  ADLS  DO  NOT  DECLINE  UNLESS  UNAVOIDABLE  Quality  of 

Care 

311  RESIDENT  GIVEN  TREATMENT  TO  IMPROVE/MAINTAIN  ADLS  Quality  of 

Care 

312  ADL  CARE  PROVIDED  FOR  DEPENDENT  RESIDENTS  Quality  of 

Care 

313  RES  RECEIVE  TREATMENT  TO  MAINTAIN  HEARING/VISION  Quality  of 

Care 

314  PROPER  TREATMENT  TO  PREVENT/HEAL  PRESSURE  SORES  Quality  of 

Care 


315  RES  NOT  CATHETERIZED  UNLESS  UNAVOIDABLE  Quality  of 

Care 

316  APPROPRIATE  TREATMENT  FOR  INCONTINENT  RES  Quality  of 

Care 

317  NO  REDUCTION  IN  RANGE  OF  MOTION  UNLESS  UNAVOIDABLE  Quality  of 

Care 

318  RANGE  OF  MOTION  TREATMENT  &  SERVICES  Quality  of 

Care 

319  APPROP  TREATMENT  FOR  MENTAL/PS YCHOSOCIAL  DIFFICULTIES  Quality  of 

Care 

320  NO  DEVELOP  OF  MENTAL  PROBLEMS  UNLESS  UNAVOIDABLE  Quality  of 

Care 

321  NO  NG  TUBE  UNLESS  UNAVOIDABLE  Quality  of 

Care 

322  PROPER  CARE  &  SERVICES  FOR  RES  W/ NG  TUBE  Quality  of 

Care 

323  FACILITY  IS  FREE  OF  ACCIDENT  HAZARDS  Quality  of 

Care 

324  SUPERVISION/DEVICES  TO  PREVENT  ACCIDENTS  Quality  of 

Care 

325  RES  MAINTAIN  NUTRITIONAL  STATUS  UNLESS  UNAVOIDABLE  Quality  of 

Care 

326  RESIDENT  RECEIVES  THERAPEUTIC  DIET  WHEN  REQUIRED  Quality  of 

Care 

327  FACILITY  PROVIDES  SUFFICIENT  FLUID  INTAKE  Quality  of 

Care 

328  PROPER  TREATMENT/CARE  FOR  SPECIAL  CARE  NEEDS  Quality  of 

Care 

329  DRUG  REGIMEN  IS  FREE  FROM  UNNECESSARY  DRUGS  Quality  of 

Care 

330  NO  USE  OF  ANTIPSYCHOTIC  DRUGS  EXCEPT  WHEN  NECESSARY  Quality  of 

Care 

331  GRADUAL  DOSE  REDUCTIONS  OF  ANTIPSYCHOTIC  DRUGS  Quality  of 

Care 

332  MEDICATION  ERROR  RATES  OF  5%  OR  MORE  Quality  of 

Care 

333  RESIDENTS  FREE  FROM  SIGNIFICANT  MED  ERRORS  Quality  of 

Care 

353  SUFFICIENT  NURSING  STAFF  ON  A  24-HOUR  BASIS  Nursing 

Services 

354  USE  OF  CHARGE  NURSE  &  REGISTERED  NURSE  Nursing 

Services 

360  FACILITY  MUST  PROVIDE  RESIDENT  W/APPROPRIATE  DIET  Dietary 

Services 

361  EMPLOYMENT  OF  A  QUALIFIED  DIETITIAN  Dietary 

Servces 

362  SUFFIC  SUPPORT  PERSONNEL  FOR  DIETARY  SERVICES  Dietary 

Servces 

363  MENUS  MEET  NUTRIT  NEEDS/PREP  IN  ADVANCE/FOLLOWED  Dietary 

Servces 

364  FOOD  PROPERLY  PREPARED.  PALATABLE.  ETC  Dietary 

Servces 

365  FOOD  IS  PREPARED  TO  MEET  INDIVIDUAL  NEEDS  Dietary 

Servces 

366  SUBSTITUTES  OFFERED  OF  SIMILAR  NUTRITIVE  VALUE  Dietan/ 

Servces 


367  THERAPEUTIC  DIET  PRESCRIBED  BY  PHYSICIAN  Dietary 

Servces 

368  FREQUENCY  OF  MEALS/INTERVALS  BETWEEN  MEALS  Dietary 

Servces 

369  PROVIDES  SPECIAL  EATING  EQUIPMENT/UTENSILS  Dietary 

Servces 

370  FOOD  PROCURED  FROM  APPROVED  SOURCES  Dietary 

Servces 

371  STORE/PREPARE/DISTRIB  FOOD  UNDER  SANITARY  CONDS  Dietary 

Servces 

372  DISPOSE  GARBAGE  &  REFUSE  PROPERLY  Dietary 

Servces 

385  RESIDENTS' CARE  SUPERVISED  BY  A  PHYSICIAN  Physician 

Services 

386  PHYSICIAN  RESPONSIBILITIES  DURING  VISITS  Physician 

Services 

387  FREQUENCY  &  TIMELINESS  OF  PHYSICIAN  VISIT  Physician 

Services 

388  VISITS  BY  PHYSICIAN/PHYSICIAN  ASSISTANT/ETC  Physician 

Services 

389  EMERGENCY  PHYSICIAN  SERVICES  24  HR/DAY  Physician 

Services 

390  PHYSICIAN  DELEGATION  OF  TASKS  IN  SNFS  &  NFS  Physician 

Services 

406  FACILITY  PROVIDES  SPECIALIZED  REHAB  SERVICES  Sp  Rehab 

407  REHAB  SRV  PROV  UNDER  PHYSICIAN  ORDER  BY  QUAL  PERSON  Sp  Rehab 

411  DENTAL  SERVICES  IN  SNFS  Dental 

412  DENTAL  SERVICES  IN  NFS  Dentai 

425  FACILITY  PROVIDES  DRUGS  &  BIOLOGICALS  Pharmac 

y 

426  FACILITY  PROVIDES  PHARMACEUTICAL  SERVICES  Pharmac 

427  LICENSED  PHARMACIST  PROVIDES  CONSULTATION  Pharmac 

y 

428  RES  DRUG  REGIMEN  REVIEWED  MONTHLY  BY  PHARMACIST  Pharmac 

y 

429  PHARMACIST  REPORTS  IRREGULARITIES  Pharmac 

y 

430  REPORTS  OF  IRREGULARITIES  ARE  ACTED  UPON  Pharmac 

y 

431  PROPER  LABELING  OF  DRUGS  &  BIOLOGICALS  Pharmac 

y 

432  DRUGS  STORED  IN  LOCKED  COMPARTMENTS/UND  PROP  TEMP  Pharmac 

y 

441  FACILITY  ESTABLISHES  INFECTION  CONTROL  PROG  Infection 

442  FACILITY  ISOLATES  RESIDENTS  WHEN  APPROPRIATE  Infection 

443  PROHIBIT  EMP  W/COMMUN  DISEASE  FROM  DIRECT  RES  CONTACT  Infection 

444  WASH  HANDS  WHEN  INDICATED  Infection 

445  HANDLE  LINENS  TO  PREVENT  SPREAD  OF  INFECTION  Infection 
452  OM  FIRE  Physical 

Envior 

454  FACILITY  DESIGNED  TO  PROTECT  HEALTH/SAFETY  Physical 

Envior 

455  FACILITY  HAS  EMERGENCY  ELECTRICAL  POWER  Physical 

Envior 

456  ESSENTIAL  EQUIPMENT  IN  SAFE  OPERATING  CONDITION  Physical 

Envior 


457  ROOMS  ACCOMODATE  NO  MORE  THAN  4  RESIDENTS  Physical 

Envior 

458  ROOMS  MEASURE  AT  LEAST  80  SQ  FT  PER  RESIDENT  Physical 

Envior 

459  ROOMS  HAVE  DIRECT  ACCESS  TO  EXIT  CORRIDOR  Physical 

Envior 

460  ROOMS  DESIGNED  TO  ASSURE  FULL  VISUAL  PRIVACY  Physical 

Envior 

461  ROOMS  HAVE  AT  LEAST  1  WINDOW  TO  OUTSIDE  Physical 

Envior 

462  ROOMS  EQUIPPED  W/ NEAR  TOILET/BATHING  FAC  Physical 

Envior 

463  RESIDENT  CALL  SYSTEM  Physical 

Envior 

464  REQUIREMENTS  FOR  DINING  &  ACTIVITY  AREAS  Phys-al 

Envior 

465  ENVIRONMENT  IS  SAFE/FUNCTIONAL7SANITARY/COMFORTABLE  Physical 

Envior 

466  PROCEDURES  TO  ENSURE  WATER  AVAILABILITY  Physical 

Envior 

467  FACILITY  HAS  ADEQUATE  OUTSIDE  VENTILATION  Physical 

Envior 

468  CORRIDORS  HAVE  FIRMLY  SECURED  HANDRAILS  Physical 

Envior 

469  MAINTAINS  EFFECTIVE  PEST  CONTROL  PROGRAM  Physical 

Envior 

490  FACIL  ADMINISTERED  EFFECTIVELY  TO  OBTAIN  HIGHEST  PRAC  Administr 

ation 

491  FACILITY  LICENSED  UNDER  STATE  AND  LOCAL  LAWS  Administr 

ation 

492  COMPLIANCE  WITH  FEDERAL/STATE/LOCAL  LAWS/PROF  STDS  Administr 

ation 

493  GOVERNING  BODY  APPOINTS  ADMIN,  MANAGES  FACILITY  Administr 

ation 

494  NURSE  AIDE  TRAINING/COMPETENCY  Administr 

ation 

495  COMPETENCY  OF  NURSE  AIDES  WHO  WORKED  LESS  THAN  4  MO  Administr 

ation 

496  NURSE  AIDE  REGISTRY  VERIF/MUI.TISTATE  REG  VERIF  Administr 

ation 

497  REGULAR  PERF  REV  &  INSERVICE  OF  NURSE  AIDES  Administr 

ation 

498  PROFICIENCY  OF  NURSE  AIDES  Administr 

ation 

499  FACILITY  MUST  EMPLOY  QUALIFIED  PROF  STAFF  Administr 

ation 

500  USE  OF  OUTSIDE  PROFESSIONAL  RESOURCES  Administr 

ation 

501  RESPONSIBILITIES  OF  MEDICAL  DIRECTOR  Administr 

ation 

502  FACIL  PROVIDES/OBTAINS  LAB  SERVICES  Administr 

ation 

503  LAB  SERVICES  PROVIDED  BY  FAC/REFERRING  SPECIMENS  Administr 

ation 

504  LAB  SERVICES  ONLY  WHEN  ORDERED  BY  PHYSICIAN  Administr 

ation 
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505  PHYSICIAN  PROMPTLY  NOTIFIED  OF  LAB  RESULTS  Administr 

ation 

506  FACIL  ASSISTS  RES  IN  TRANSPORT  TO  LAB  Administr 

ation 

507  LAB  REPORTS  ARE  FILED  IN  CLINICAL  RECORD  Administr 

ation 

508  FACIL  PROVIDES/OBTAINS  RADIOLOGY  SERVICES  Administr 

ation 

509  RADIOLOGY  SERVICES  MEET  REQUIREMENTS  Administr 

ation 

510  RADIOLOGY/DIAGNOSTIC  SERVICES  ONLY  WHEN  ORDERED  Administr 

ation 

51 1  PROMPTLY  NOTIFY  PHYSICIAN  OF  RADIOLOGY  FINDINGS  Administr 

ation 

512  ASSIST  RES  IN  TRANSPORT  FOR  RADIOLOGY  Administr 

ation 

513  REPORTS  OF  X-RAYS/DIAGNOSTIC  SRVS  FILED  IN  RECORD  Administr 

ation 

514  CLINICAL  RECORDS  MEET  PROFESSIONAL  STANDARDS  Administr 

ation 

515  REQ  FOR  MAINTAINING  CLINICAL  RECORDS  Administr 

ation 

516  FACILITY  SAFEGUARDS  CLINICAL  RECORDS  Administr 

ation 

517  PLANS  TO  MEET  EMERGENCIES/DISASTERS  Administr 

ation 

518  TRAIN  EMPLOYEES  EMERGENCY  PROC/DRILLS  Administr 

ation 

519  TRANSFER  AGREEMENT  WITH  HOSPITAL  Administr 

ation 

520  FACILITY  MAINTAINS  QA  COMMITTEE  Administr 

ation 

521  QA  COMMITTEE  MEETS  QTRLY/DEVELOPS/IMPLEMENTS  PLANS  Administr 

ation 

522  DISCLOSURE  OF  OWNERSHIP  REQUIREMENTS  Administr 

ation 

RESIDENT  RIGHTS 
ADMISSION.  TRANSFER.  AND  DISCHARGE  RIGHTS 
RESIDENT  BEHAVIOR  AND  FACILITY  PRACTICES 
RESIDENT  ASSESSMENT 
QUALITY  OF  CARE 
SPECIALIZED  REHABILITATIVE  SERVICES 
DENTAL  SERVICES 
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I         Senate  Special  Com  in  it  tee  on  Aging    -   Forum  on  the  Risk  of  Malnutrition  in  Xursinq  Homes 

Good  morning  Senator  Grassley  and  members  of  the  Committee.  Thank  you 
for  the  opportunity  to  be  here  and,  with  other  panel  members,  to  address  what  you 
have  correctly  identified  as  a  critical  issue  in  care  of  the  elderly.  Reviewing 
published  and  unpublished  research  in  preparing  my  testimony  certainly  raised  my 
consciousness  about  this  very  important  topic,  and  it  has  spurred  me  and  several  of 
my  colleagues  to  begin  much  more  detailed  research  on  issues  of  nutrition  and 
nursing  home  residents.  So  I  am  particularly  grateful  for  the  leadership  that  the 
Committee  is  showing  in  bringing  this  topic  and  information  about  best  practices  in 
nursing  homes  to  the  public's  attention. 

My  name  is  Catherine  Hawes.  I  am  a  Senior  Policy  Analyst  and  Director  of 
the  Program  on  Aging  and  Long-Term  Care  at  Research  Triangle  Institute  (RTI). 
RTI  is  a  non-profit  research  institute  whose  parent  organizations  are  the  University 
of  North  Carolina  at  Chapel  Hill,  Duke  University,  and  North  Carolina  State 
University.  However  the  data  I  will  present  today  are  the  product  of  analyses  by  not 
only  myself  but  also  of  several  colleagues  with  a  long  history  of  research  on  quality 
of  nursing  home  care.1     In  my  testimony  today,  I  will  be  making  four  basic 
arguments: 

1 .  There  is  a  disturbingly  high  rate  of  potential  malnounshment  among  the 
nation's  nursing  home  residents.  Between  one  quarter  and  one-third  of 
all  nursing  home  residents  have  a  low  Body  Mass  Index,  while 
between  ten  and  14  percent  experience  significant  weight  loss. 

2.  The  amount  of  this  malnourishment  which  is  avoidable  is  unknown. 
However,  some  appears  to  be  preventable  or  treatable,  that  is,  the 
product  of  inadequate  care. 

3.  The  current  survey  system  has  consistently  revealed  nutrition-related 
deficiencies  in  facilities,  and  a  survey  system  that  would  combine 
current  practices  with  the  use  of  resident  outcomes  as  quality  indicators 
could  be  even  more  effective  in  identifying  facilities  with  poor  care 
practices.  The  problem  is  generally  not  that  the  survey  process  is 
incapable  of  identify  ing  substandard  care.  The  problem  is  more  one  of 
our  willingness  to  cite  the  deficiencies  and  to  use  available  remedies  to 
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enforce  compliance  once  deficiencies  are  identified. 

4.      While  the  potential  problem  of  nndernounshment  is  serious,  we  should 
recognize  that  the  kinds  of  dreadful  practices  reported  in  the  press 
represent  a  problem  that  can  be  handled,  if  we  have  the  political  will  to 
do  so.  These  practices  are  not  the  norm  in  the  industry,  and  many 
homes  have  developed  innovative  and  effective  methods  for  addressing 
and  preventing  nutrition  problems. 

As  noted  by  the  first  group  of  panelists,  malnutrition  among  the  elderly  is  a 
serious  problem  in  and  of  itself,  as  well  as  one  that  has  terrible  sequela  such  as 
increased  rates  of  infection,  including  pressure  ulcers,  cognitive  impairment, 
hospitalization,  and  premature  mortality  (Keller,  1993;  Rudman  et  al.,  1988; 
Sandman  et  al.,  1987;  Sullivan,  1992;  and  Sullivan  et  al.,  1990).  In  addition, 
malnounshrnent  appears  to  be  a  widespread  problem.  Studies  of  nursing  homes 
conducted  prior  to  the  OBRA-1987  nursing  home  reforms  estimated  that  between 
seven  and  50  percent  of  all  residents  had  nutritional  deficiencies  (Dwyer  et  ai  , 
1987;  Muncie  and  Carbonetto,  1982,  Pinchofksy-Devm  and  Kaminski,  1987; 
Sayhoun  et  al.,  1988;  Shaver  et  al.,  1980;  and  Smith  et  al.,  1984).  State  and  federal 
reports  also  found  widespread  deficiencies  in  food  service,  sanitation,  and  attention 
to  the  nutritional  needs  of  residents  before  the  passage  of  the  OBRA  reforms  (GAO, 
1987;  IOM,  1986;  Ohio,  1978;  Virginia,  1979;  New  York,  1976).  Further,  many  of 
these  reports  cited  weaknesses  in  the  regulatory  process  as  allowing  such  problems 
to  exist  and  allowing  substandard  facilities  to  continue  operating  in  spite  of  such 
deficiencies. 

The  1987  OBRA  reforms  enacted  by  Congress  were  intended  to  remedy 
these  problems.  For  example,  the  mandated  resident  assessment  system  (RAI) 
contains  a  series  of  Minimum  Data  Set  (MDS)  items  assessing  oral  and  nutritional 
status.  Moreover,  for  residents  with  nutritional  risk  factors  or  problems  identified 
on  the  MDS,  the  RAI  specifies  additional,  highly  focused  assessment  designed  to 
identify  reversible  or  treatable  causes  of  nutritional  problems  and  guide  care  plan 
decisions.  For  example,  the  resident  assessment  protocol  (RAP)  for  residents  with 
potential  problems  or  risk  factors  related  to  nutrition  asks  the  facility  to  evaluate  the 
resident  and  identify'  potentially  reversible  or  treatable  causes,  such  as  physical 
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problems  in  consuming  food,  chewing  or  swallowing  problems,  lack  of  adaptive 
devices,  diseases  and  medications  that  may  cause  malnutrition  or  unintended  weight 
loss,  and  whether  the  resident  is  receiving  sufficient  assistance  with  eating.  Based 
on  this  more  detailed  assessment  of  the  resident's  nutritional  problems  or  risk 
factors,  the  facility  is  directed  to  put  an  appropriate  care  plan  in  place.  This 
guidance  in  the  assessment  system  is  supported  by  the  quality  of  care  requirements, 
which  specify  that  facilities  should  provide  care  and  services  that  help  residents 
attain  and  maintain  maximum  practicable  functioning.  These  were  intended  to 
ensure  that  residents  receive  the  type  and  amount  of  ADL  assistance,  as  well  as  the 
nutrition,  they  need.  Further,  the  new  survey  process,  under  the  OBRA-87  reforms, 
was  intended  to  focus  more  on  the  process  of  care  and  resident  outcomes.  By 
shifting  their  focus  from  the  pre-OBRA  concentration  on  a  facility's  paper 
compliance  to  a  resident-centered,  outcome-focused  survey  process,  the  new 
monitoring  systems  were  expected  to  provide  more  accurate  information  on  the  day- 
to-day  lives  of  residents  and  a  more  accurate  picture  of  the  adequacy  of  facilities" 
performance.  Finally,  the  OBRA-87  reforms  specified  the  development  and 
implementation  of  an  enforcement  system,  with  a  range  of  remedies  for  deficiencies, 
that  was  intended  to  provide  the  states  and  federal  government  with  tools  that  would 
encourage  facilities  to  attain  and  maintain  compliance  with  the  quality  of  care 
standards. 

Since  the  implementation  of  OBRA-87,  there  have  been  improvements  in  the 
quality  of  nutritional  care  and  in  related  resident  outcomes.  A  greater  proportion  of 
residents  with  nutritional  problems  or  risk  factors  now  have  some  type  of  care  plan 
in  place  to  address  malnutrition  and  dehydration  (Hawes  et  al.,  1997).  Further, 
somewhat  fewer  residents  are  malnourished  now,  compared  to  the  pre-OBRA  time 
period  (Fries  et  al.,  1997).  Despite  this,  there  are  still  several  indicators  that  suggest 
significant  nutrition-related  problems.  These  include: 

•  Our  analysis  of  a  sample  of  2100  residents  in  255  nursing  homes  in  ten 
states  in  1993  that  found  that  3 1  percent  had  a  low  Body  Mass  Index 
(BMI  <  19.42),  which  has  been  associated  with  premature  mortality 
(Fries  et  al..  1997). 

•  Colleagues  at  the  University  of  Michigan  and  Harvard  examined  both 
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BMI  and  another  indicator  of  potential  undernourishment  -  which  is 
either  loss  of  five  percent  of  body  weight  in  a  one-month  period  or  a 
ten  percent  loss  in  a  six-month  period  (Blaum,  Fries  and  Fiatarone, 
1995).  In  an  effort  to  focus  the  analysis  on  potentially  avoidable  causes 
of  undernourishment,  Dr.  Blaum  and  her  colleagues  excluded  residents 
with  an  explicit  terminal  prognosis,  as  well  as  those  who  were  tube  fed 
or  received  total  parenteral  nutritional.  Also,  their  sample  of  nursing 
homes  explicitly  excluded  facilities  with  a  record  of  deficiencies  in 
quality  of  care.  Examining  the  status  of  more  than  6,800  residents  in 
more  than  200  such  nursing  homes  in  seven  states,  they  found  that 
approximately  one-quarter  of  the  residents  had  a  low  BMI.  They  also 
found  significant  weight  loss  in  10  percent  of  the  residents.  Thus,  there 
was  a  sizeable  population  at  risk  for  undernutrition.  Moreover,  given 
the  relatively  low  activity  level  and  muscle  mass  of  most  nursing  home 
residents,  the  researchers  suggested  that  the  problem  of  insufficient 
caloric  intake  was  significant. 

These  data  suggest  that  there  is  a  sizeable  population  of  nursing  home 
residents  at  risk  for  malnounshment.  However,  it  is  extremely  important  that  we 
recognize  that  we  have  no  information  on  the  "amount"  of  this  potential 
undernourishment  which  is  avoidable  or  treatable.  There  is  no  consensus  about  the 
exact  level  at  which  BMI  is  too  low  for  persons  who  are  very  old  and  have  reduced 
activity  levels.  Moreover,  low  BMI  and  severe  weight  loss  are  sometimes  an 
unavoidable  part  of  a  clinical  syndrome,  regardless  of  the  quality  of  care  provided 
Further,  residents  sometimes  use  advance  directives  to  specify  end-of-life  feeding 
and  hydration  restrictions,  which  may  lead  to  low  BMI  and  weight  loss   On  the 
other  hand,  some  additional  data  suggest  that  some  of  this  apparent 
undernourishment  is  preventable  or  that  it  can  be  remedied  by  appropriate  care 
interventions.  For  example. 

•       More  recent  analyses  I  did  with  colleagues  at  the  Hebrew 

Rehabilitation  Center  for  Aged  in  Boston  on  nearly  1 33,000  nursing 
home  residents  in  seven  states  also  found  potential  undernourishment. 
We  excluded  both  new  admissions  and  residents  with  an  explicit 
terminal  prognosis  and  still  found  that  about  25  percent  of  the  current 
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residents  had  low  BMI  (<  20)  (Hawes,  Hossain  and  Morris,  1997).  Our 
preliminary  analysis  also  suggests  that  the  residents  with  low  BMI 
were  more  likely  than  residents  with  normal  BMI  to  be  dead  12  months 
after  the  initial  measurement  of  BMI.  In  addition,  we  found  that  among 
those  residents  with  low  BMI  at  baseline  who  were  still  alive  and  in  the 
facility  12-months  later,  85  percent  showed  no  improvement.  This 
suggests  that  we  have  substantial  room  for  more  effectively  addressing 
the  challenge  of  reversing  low  BMI  among  nursing  home  residents. 

•  This  preliminary  finding  is  supported  by  data  from  the  formal 
evaluation  of  the  resident  assessment  system.  We  found  that  while 
fewer  residents  are  undernourished  since  the  implementation  of 
OBRA-87,  the  six-month  outcomes  of  residents  who  were 
malnourished  at  baseline  showed  a  lower  rate  of  improvement  than  a 
pre-OBRA  cohort  of  residents  in  the  same  facilities  (Fnes  et  al .,  1997). 

•  Researchers  at  the  University  of  Michigan  and  Harvard  examined 
factors  associated  with  low  BMI  and  weight  loss  among  nursing  home 
residents,  again  excluding  homes  with  serious  deficiencies  and 
residents  with  an  explicit  terminal  prognosis,  as  well  as  those  who 
were  tube  fed  or  received  total  parenteral  nutritional.  They  found  that 
poor  oral  intake  —  that  is,  leaving  25  percent  or  more  of  their  food 
uneaten  -  and  eating  dependence  vastly  increased  the  likelihood  of 
having  weight  loss  and  low  BMI.  For  example,  those  residents  who 
needed  assistance  with  eating  were  nearly  twice  as  likely  to  have 
weight  loss  as  similar  residents  who  were  independent  m  eating. 
Further,  they  found  that  residents  who  were  depressed  were  much  more 
likely  to  have  weight  loss.  Moreover,  these  findings  held  even  when 
controlling  for  the  presence  of  chronic  and  acute  diseases. 

•  Finally,  a  colleague  at  the  University  of  Wisconsin  found  that  there  is 
enormous  variation  among  facilities  in  the  proportion  of  residents  with 
potential  nutrition-related  problems.  Dr.  Sara  Karon  examined  the 
prevalence  of  significant  weight  loss  among  residents  in  all  nursing 
homes  in  four  states  in  1996.  The  mean  percentage  of  residents  who 
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had  such  weight  loss  was  14  percent.  However,  in  the  best  quartile  of 
facilities,  significant  weight  loss  occurred  in  only  nine  percent  of  the 
residents.  In  the  worst  quartile  of  facilities,  weight  loss  occurred  for  1 7 
percent  of  the  residents,  a  rate  almost  double  that  which  occurred  in  the 
best  facilities.  Indeed,  she  found  that  in  the  worst  10  percent  of 
facilities,  significant  weight  loss  occurred  for  23  percent  of  the 
residents.  While  some  of  this  variation  may  be  associated  with 
differences  in  resident  case  mix,  it  is  extremely  unlikely,  extremely 
unlikely,  that  differences  of  this  magnitude  are  associated  only  with 
differences  in  the  underlying  mix  of  residents.  It  is  much  more  likely 
that  these  differences  represent  real  differences  m  the  quality  of  care 
and  services  provided.  Further,  it  suggests  that  the  care  practices 
provided  in  the  best  scoring  facilities  can  reasonably  be  applied  more 
broadly,  and  improved  nutritional  status  can  be  realized  for  many 
nursing  home  residents. 

In  summary,  the  available  evidence  suggests  that  there  are  a  large  number  of 
nursing  home  residents  at  risk  for  nutntion-related  problems.  However,  we  know 
too  little  about  the  extent  of  the  problem,  its  causes,  the  degree  to  which  such 
problems  are  avoidable  or  treatable.  Despite  this,  analysis  of  resident  assessment 
(MDS)  data  in  several  different  studies  suggests  that  some  of  the  apparent 
nutritional  problems  and  risks  are  caused  or  exacerbated  by  poor  care  practices. 
While  some  undernutrition  may  not  be  amenable  to  interventions  by  the  facility, 
some  causes  of  malnutntion  among  nursing  home  residents  may  be  the  result  of  a 
failure  to  address  potentially  treatable  causes,  such  as  depression,  or  to  provide 
adequate  assistance  with  eating. 

The  next  issue  which  arises  is  whether  the  survey  or  monitoring  process  can 
and  does  identify'  any  poor  facility  practices  that  contribute  to  malnutrition  or 
dehydration.  That  is,  does  the  survey  process  correctly  identify'  poor  nutritional  care 
and  does  it,  with  the  enforcement  process,  ensure  that  facilities  with  deficiencies 
come  into  and  remain  in  compliance  with  the  standards.  Studies  of  the  survey  and 
enforcement  process  raise  troubling  questions  about  this  issue. 

A  study  by  Charlene  Harrington,  Ph.D.  and  Helen  Carrillo  of  the  School  of 
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Nursing  at  the  University  of  California  at  San  Francisco  found  that  in  1996,  nearly 
nine  percent  of  all  facilities  were  cited  for  failing  to  ensure  adequate  nutrition  for 
residents,  particularly  those  who  needed  assistance  in  eating.  This  figure  has  been 
fairly  consistent  over  the  last  five  years,  with  between  eight  and  ten  percent  of 
facilities  being  cited  for  nutrition-related  quality  of  care  problems  between  1 99 1  and 
1996.  The  researchers  also  found  that  two  percent  of  the  facilities  were  cited  for 
failure  to  provide  appropriate  therapeutic  diets,  four  percent  for  not  providing 
adequate  hydration  of  residents,  and  4  percent  for  failing  to  meet  the  special 
nutritional  needs  of  residents  (Harrington  and  Carrillo,  1997).  Further,  nearly  one- 
quarter  of  all  facilities  were  given  deficiencies  for  inadequate  food  sanitation;  nine 
percent  for  inadequate  food;  and  five  percent  for  inadequate  menus  and  nutrition. 
Moreover,  deficiencies  in  dietary  services,  specifically  food  sanitation,  have  been 
cited  for  between  24  and  30  percent  of  all  facilities  in  each  of  the  years  between 
1991  and  1996. 

At  the  same  time,  the  percentage  of  facilities  being  cited  for  deficiencies 
under  the  regulations  covenng  dietary  services  for  food,  menus,  and  nutritional 
adequacy  of  meals  have  dropped  from  1 5  percent  of  facilities  being  given  deficiency 
citations  in  1991  to  9  percent  and  5  percent,  respectively,  in  1996.  This  is 
consistent  with  a  pattern  of  overall  reduction  dunng  this  period  in  the  number  of 
deficiencies  cited,  with  the  greatest  decline  occurring  at  the  time  of  the 
implementation  of  the  new  enforcement  regulations  (Harrington  and  Carrillo.  1997). 
Representatives  of  the  nursing  home  industry  assert  that  the  drop  in  deficiency 
citations  reflects  improved  quality  of  care.  The  authors  of  the  study,  however,  note 
that  the  greatest  reduction  in  deficiencies  was  associated  with  the  implementation  of 
the  new  enforcement  process,  including  the  classification  of  scope  and  seventy  of 
deficiencies.  Given  this,  they  raise  the  question  of  whether  uncertainties  and  the 
learning  curve  associated  with  these  new  protocols  might  account  for  some  part  of 
the  decline  in  deficiency  citations,  while  underlying  care  practices  remained 
unchanged.  Similarly,  advocates  argue  that  recent  HCFA  policies  —  reducing  federal 
support  for  the  survey  process  and  surv  eyor  training,  the  policy  of  reviewing  state- 
recommended  deficiency  citations,  and  watering  down  the  remedies  specified  in 
OBRA-87  --  have  contributed  to  reductions  in  deficiency  citations  and  less  frequent 
use  of  enforcement  sanctions,  despite  continuing  quality  of  care  problems  (Edelman. 
1997;  California  Advocates.  1995). 
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Unfortunately,  we  need  additional  research  to  address  the  issue  of  the 
efficacy  of  the  survey  process  and  whether  reductions  in  deficiency  citations  are 
associated  with  better  care  or  a  weaker  monitoring  and  enforcement  process. 
Fortunately,  the  national  implementation  of  computerized  nursing  home  records  and 
the  collection  of  resident  assessment  data  at  the  state  and  national  level  holds  out  the 
prospect  of  not  only  answering  this  question  but  of  strengthening  the  survey  process. 
These  data,  which  come  from  the  mandated  assessment  instrument,  known  as  the 
MDS,  can  strengthen  the  monitoring  process  in  two  ways.  First,  researchers  at  the 
University  of  Wisconsin  have  used  MDS  items  to  develop  a  series  of  quality 
indicators  (QIs)  that  can  identify  potentially  problematic  facility  practices,  based  on 
resident  outcomes.  This  development  occurred  as  part  of  HCFA's  Multistate  Case 
Mix  and  Quality  Demonstrations.  These  Qis  can  be  used  to  identify  facilities  with  a 
pattern  of  resident  outcomes  suggestive  of  poor  care  and  thus  to  target  facilities  for 
on-site  surveys.  Similarly,  they  can  identify  particular  areas  of  facility  performance 
that  warrant  further  investigation  during  on-site  survey  visits  and  even  to  target 
individual  residents  whose  care  should  be  further  evaluated  during  on-site  survey 
visits.  Second,  a  number  of  researchers  in  the  United  States,  Europe  and  Japan  have 
developed  measures  of  quality,  using  MDS  data.  These  measures  can  be  used  to 
address  a  variety  of  clinical  and  policy  issues.  For  example,  they  can  be  used  to 
examine  the  association  between  various  levels  of  BMI  and  weight  loss  and 
negative  outcomes,  such  as  development  of  pressure  ulcers  and  mortality.  They  can 
be  used  to  help  identify  the  extent  of  preventable  malnutrition  among  nursing  home 
residents.  These  data  can  also  be  used  to  examine  the  effectiveness  of  the  survey 
process.  For  example,  they  can  be  used  to  explore  the  relationship  between 
citations  for  nutrition  deficiencies  and  indicators  of  quality'  problems  based  on 
resident  outcomes  (e.g.,  low  BMI;  weight  loss;  patterns  of  improvement,  decline 
and  stability  in  BMI  over  time).  Finally,  these  data  can  be  used  to  examine  the 
association  between  certain  facility  practices  and  resident  outcomes  over  time,  as 
well  as  the  cost  effectiveness  of  such  care  patterns.  In  short,  our  ability  to  monitor 
facility  performance,  identify  quality  problems,  and  address  key  policy  and  clinical 
issues  may  be  greatlv  enhanced  with  the  use  of  MDS  data  and  the  HCFA-sponsored 
QIs. 

That  said,  we  are  still  faced  with  the  compelling  article  in  this  week's  Time 
Magazine  Whether  the  stories  reported  there  affect  100  residents  or  100.000.  the 
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situation  is  unsupportable.  No  human  being  should  experience  such  conditions, 
certainly  not  the  nation's  grandparents.  Even  those  who  choose  feeding  restrictions 
are  expecting  palliative  care,  not  neglect.  Moreover,  preventing  or  at  least 
minimizing  such  poor  care  does  not  take  rocket  science.  We  know  a  lot  about  the 
type  of  care  practices  that  can  help  prevent  and  treat  malnourishment.  Moreover, 
we  even  know  what  kinds  of  public  policies  contribute  to  the  daily  implementation 
of  good  practices  in  the  nation's  nursing  homes.  As  Dr.  Sidney  Katz,  M.D.,  chair  of 
the  IOM  Committee  on  Nursing  Home  Regulation,  observed,  an  effective  regulatory 
system  is  like  a  three-legged  stool.  It  requires  appropriate  standards,  an  accurate 
survey  process,  and  effective  enforcement  remedies.  Two-legged  stools  consistently 
tip  over,  and  so  will  the  federal  regulatory  process  if  policy-makers  lack  the  will  to 
make  each  leg  strong.  The  failure  to  fully  implement  the  OBRA-87  reforms  and  to 
enforce  compliance  with  these  provisions  is  a  clear  signal  to  the  small  number  of 
truly  bad  providers  that  they  can  operate  however  they  want. 

I  used  to  welcome  scandals  about  poor  care  in  nursing  homes,  because  the 
alarmed  discovery  accompanying  such  stories  generated  the  possibility  for  reform. 
Indeed,  20  years  ago,  improvements  in  standards,  inspections,  and  enforcement 
occurred  only  on  the  heels  of  scandals.  Powerless  in  the  normal  political  exchange 
between  lobbyist  and  politician,  regulator  and  the  regulated,  the  only  contribution 
residents  could  make  was  to  die  miserably  while  advocates  hoped  for  enough  press 
coverage  to  compel  reform.  Now  I  feel  despair  at  reports  like  Time  s. 

My  despair  is  born  of  the  fact  that  most  readers  will  wrongly  conclude  that 
this  is  simply  what  all  nursing  homes  are  like.  Rather  than  inflaming  them  about 
slipshod  enforcement  of  standards  or  a  political  process  that  values  providers  over 
patients,  it  will  confirm  their  worst  fears  about  long-term  care.  They  will  avoid 
nursing  homes  or  regard  their  use  as  a  defeat  rather  than  learning  that  the  majority  of 
homes  typically  provide  adequate  care,  and  hundreds,  even  thousands  provide 
excellent  care.  Expecting  the  worse,  residents,  families,  physicians,  and  policy- 
makers will  not  demand  of  all  facilities  the  same  care  patterns  that  these  excellent 
nursing  homes  demonstrate  are  achievable.  I  also  despair  at  the  prospect  that  each 
decade  will  bring  new  scandals  that  represent  very  real  quality  of  care  problems, 
significant  and  widespread.  Most  of  all,  I  despair  because  I  see  these  scandals  as 
generated  more  by  a  failure  of  political  will  than  by  any  lack  of  knowledge  or  even 
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resources. 

We  hear  much  in  this  country  about  family  values  and  the  role  of  government 
in  supporting  families.  Yet  we  act  as  if  this  means  only  parents  and  their  young 
children.  But  care  of  our  parents  and  grandparents  is  also  a  family  issue,  one  that 
affects  more  and  more  Americans,  as  the  population  ages.  These  families  and  our 
nation's  elders  have  every  right  to  expect  appropriate  care  in  every  licensed  nursing 
home.  Moreover,  taxpayers  have  a  right  to  expect  that  the  funds  they  provide  are 
used  effectively,  paying  only  for  acceptable  quality  of  care.  I  am  grateful  for  this 
hearing  and  confident  that  it  and  your  subsequent  actions  will  help  this  to  become  a 
reality  for  all  current  and  future  nursing  home  residents. 
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UNIVERSITY  OF  COLORADO  HEALTH  SCIENCES  CENTER 
CENTER  ON  AGING  RESEARCH  SECTION 


TO: 


Marvin  Feuerberg 


FROM: 


Andy  Kramer 


DATE:  November  6,  1997 


RE: 


Recent  data  relating  to  nutritional  status 


Based  on  data  collected  dunng  our  national  HCFA-funded  contract  to  evaluate  the  nursing  home 
survey,  we  examined  several  indicators  related  to  nutrition  of  elderly  nursing  home  residents 
While  this  information  does  not  offer  a  comprehensive  assessment  of  nutrition  of  nursing  home 
residents  on  the  extent  of  problems  in  nutritional  care  in  nursing  homes,  it  provides  some 
insights  based  on  a  sample  of  12  facilities  and  483  patients  Before  providing  this  information 
I  would  like  to  offer  a  cautionary  note  about  its  interpretation  That  is,  substantial  numbers  of 
nursing  home  residents  suffer  from  iona-standing  and  profound  chronic  illnesses  that  cause 
weight  loss  and  low  body  weight  which  is  not  reversible.  Some  of  these  individuals  refuse  to  eat, 
take  nutritional  supplements,  or  receive  tube  feeding  particularly  in  the  end  stages  of  a  chronic 
illness  In  fact,  studies  of  hospitalized  elderly  patients  have  found  that  61%  of  patients  age  65 
years  of  age  or  older  on  the  medical  service  of  an  acute  hospital  were  malnourished  (Bienia,  et 
at.,  1982) 

One  nutritional  marker  that  we  examined  was  body  mass  index  (weight  in  kilograms  divided  by 
height  in  meters  squared).  Recent  work  has  suggested  that  a  body  mass  index  (BMI)  of  less 
than  22  kilograms  per  meter  squared  is  associated  with  a  30%  increase  in  relative  risk  of  death 
for  persons  over  65  years  of  age  (Tayback,  et  al.,  1990)  Sixty-one  percent  of  nursing  home 
residents  in  our  sample  had  BMIs  of  less  than  22.  however,  heights  that  are  reported  in  nursing 
home  records  are  sometimes  historical  heights  that  do  not  reflect  actual  patient  height  at  the 
time  of  nursing  home  admission  and  therefore  BMI  might  be  underestimated.  These  low  BMIs 
demonstrate  the  frailty  of  the  population,  but  do  not  necessarily  attribute  any  nutritional  problems 
to  the  nursing  home 

A  second  indicator  that  we  examir  ed  is  significant  weight  loss  defined  by  greater  than  5%  in  30 
days,  greater  than  7.5%  in  90  days,  and  greater  than  10%  in  180  days   Individuals  had  to  be  in 
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the  nursing  home  for  at  least  90  days  to  be  in  this  sample  and  we  found  that  9%  of  336  residents 
met  these  cntena  for  weight  loss.  While  some  of  this  weight  loss  may  be  explained  by  resolving 
edema  or  conditions  such  as  cancer,  where  weight  loss  may  not  be  avoidable,  this  marker  is 
suggestive  of  quality  concerns.  Based  on  a  second  stage  of  more  detailed  case  review,  in  two 
of  the  12  facilities  we  identified  cases  where  the  weight  loss  was  not  justifiable  on  the  basis  of 
patient  condition  or  attempting  all  reasonable  means  of  treating  the  weight  loss. 

Another  indicator  we  examined  related  to  whether  individuals  that  had  a  BMI  of  less  than  22  were 
receiving  nutritional  supplements.  While  there  is  some  controversy  over  the  benefits  of 
nutritional  supplements,  they  are  one  of  the  more  readily  available  means  to  enhancing  nutrition. 
In  our  definition  of  supplements  we  include  special  diets  ordered  specifically  to  enhance  nutrition. 
We  found  that  20%  of  patients  examined  were  both  underweight  and  not  receiving  supplements 
On  a  more  detailed  chart  review  of  the  12  facilities,  we  identified  three  facilities  where  one  or 
more  individuals  had  no  adequate  justification  for  not  supplementing  individuals  who  were 
underweight 

Thus,  our  data  are  consistent  with  previous  finoings  that  nursing  home  residents  who  are  often 
suffenng  from  chronic  illness  have  relatively  poor  nutritional  status  in  comparison  to  the  general 
population  of  elders;  associated  with  an  increased  risk  of  mortality.  Furthermore,  we  found  that 
in  two  of  12  facilities  we  visited,  nursing  home  residents  suffered  from  unjustifiable  weight  loss. 
In  addition,  in  three  of  12  facilities  that  we  visited,  no  justification  could  be  found  for  lack  of 
nutntional  supplementation  in  underweight  residents  However,  these  findings  do  not  attribute 
premature  death  in  nursing  homes  to  malnutrition  or  poor  treatment  of  nutritional  problems  A 
more  detailed  study  of  nutritional  markers,  disease  severity,  and  other  factors  associated  with 
death  including  patient  choices  is  necessary  'o  determine  the  extent  to  which  mortality  in  nursing 
homes  may  result  from  nutritional  care 
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